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STUDY  OF  REGISTERED  DIETITIANS'  SERVICES  IN  HOME  CARE 


EXECUTIVE  SUMMARY 


Section  958  of  Public  Law  96-499,  Che  Omnibus  Reconciliation  Act  of  1980,  • 
directs  the  Department  of  Health  and  Human  Services  to  conduct  a  study  of 
"the  circumstances  and  conditions  under  which  services  furnished  by  registered 
dietitians  should  be  covered  as  a  home  health  benefit  under  Title  XVIII  of 
the  Social  Security  Act."    This  mandate  reflects  the  concern  of  some  members 
of  Congress  that  Medicare  home  health  coverage  of  registered  dietitians' 
services  does  not  adequately  meet  the  needs  of  Medicare  beneficiaries.  To 
expand  the  availability  of  dietitians'  services  in  the  home,  some  represen- 
tatives of  home  health  agencies  (HHAs)  and  the  dietetic  profession  advocate 
reimbursement  of  dietitians'  nutritional  counselling  services  on  a  per  visit 
basis  like  that  presently  used  for  skilled  nursing,  physical  therapy,  and 
other  home  health  services. 

Under  current  Medicare  coverage,  HHAs  cannot  bill  Medicare  directly  for 
services  of  registered  dietitians  or  other  nutritionists.    However,  they  may 
retain  nutritionists,  either  on  salary  or  under  contract,  to  serve  as  consul- 
tants to  HHA  3taff  who  then  provide  dietary  services  to  patients.  These 
consultants  may  also  direct  educational  programs  for  HHA  staff  and  perform 
evaluative  activities.    They  may  on  occasion,  i.e.,  when  it  assists  in  the 
overall  operation  of  the  program,  make  home  visits  to  Medicare  beneficiaries 
for  direct  clinical  counselling  even  though  the  HHA  cannot  bill  Medicare  for 


those  visits.  Subject  to  cost  limits,  the  HHA  obtains  payment  for  the  activities  of 
nutritionists  by  including  the  costs  in  administrative  expenses,  which  are  allocated 
to  and  collected  through  the  reimbursable  visit  costs  in  proportion  to  Medicare 
utilization. 

In  preparing  this  study,  the  Department,  through  the  Federal  Register,  solicited 
statistical  data,  views  and  opinions,  and  other  material  from  interested 
professional  organizations,  groups,  and  individuals.  In  particular,  the  American 
Dietetic  Association  was  generous  with  its  time  and  information.  In  addition, 
technical  support  was  provided  by  staff  of  the  University  Health  Policy  Center  at 
Brandeis  University,  who  reviewed  relevant  literature  and  conducted  a  sample 
survey  of  HHAs  regarding  the  provision  of  dietitians*  services.  The  cost  of 
preparing  this  report  was  approximately  $65,000. 

The  study  had  three  objectives: 

o       to  assess  Medicare  beneficiaries'  needs  for  direct  clinical  counselling 

by  registered  dietitians  in  the  home; 
o       to  explore  alternative  methods  for  coverage  and  reimbursement, 

taking  into  account  the  efficient  use  of  home  health  staff,  the  health 

care  benefits  to  patients,  and  the  impact  on  Medicare  expenditures; 

and 

o       to  estimate  utilization  rates  and  costs  for  the  alternative  methods  of 
coverage  and  reimbursement. 

Since  Medicare  covers  only  therapeutic  services,  this  study  limited  its 
consideration  of  need  to  the  therapeutic  value  of  clinical  nutritional  counselling. 
Although  it  is  sometimes  difficult  to  separate  the  preventive 
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and  health  maintenance  services  from  the  therapeutic,  the  study  focuses  on 
the  medical  necessity  of  dietary  therapy  as  a  part  of  active  treatment  for 
specific  medical  diagnoses  or  conditions.    Within  this  context,  the  following 
conclusions  guided  the  selection  of  options  for  coverage: 

1.  Clinical  studies  and  experience  described  in  the  literature 
show  that  nutritional  counselling  is  effective  therapy  by  itself 
or  in  conjunction  with  the  primary  treatment  for  a  number  of 
diagnoses  and  conditions,  including  diabetes  mellitus,  renal 
diseases,  certain  cardiovascular  and  gastrointestinal  conditions, 
and  others.    In  fact,  some  conditions  (e.g.,  adult-onset 
diabetes,  hypertension)  may  be  managed  with  diet  therapy  alone,  if 
the  patient's  compliance  with  the  dietary  regimen  can  be  obtained. 
Diagnoses  for  which  nutrition  is  considered  part  of  the  treatment, 
comprise  the  primary  diagnoses  of  approximately  48  percent  of 
Medicare  home  health  clients. 

2.  Not  all  patients  with  diet-related  conditions  require  the 
registered  dietitian's  counselling.    At  present,  visiting  nurses 
provide  most  of  the  nutritional  counselling  to  home bound  patients. 
No  research  studies  have  shown  comparative  outcomes  from  nutritional 
guidance  by  different  types  of  practitioners.    However,  the 
consensus  among  all  sources  for  this  study  is  that,  for  some 
patients,  the  registered  dietitian's  services  are  necessary  to 
secure  the  optimum  outcome.    The  need  for  the  registered  dietitian's 
services  may  depend  upon  the  nature  and  severity  of  the  condition, 
the  complexity  of  the  prescribed  diet,  and  frequently  upon  the 
characteristics  of  the  patient. 
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3.  It  is  evident  from  the  broad  ranges  and  very  high  estimates  of  need 
received  for  this  study  (from  zero  up  to  100  percent  of  HHA  patients) 
that  there  is  no  consensus  in  the  home  health  field  as  to  the 
appropriate  role  of  dietitians.  Some  problem  areas  include:  (1)  the 
appropriate  mix  of  the  dietitian's  educational,  consultative,  and 
patient  counselling  functions,  the  goals  of  each  and  how  they  are 
pursued;  (2)  both  delineation  and  integration  of  the  roles  of  the  visiting 
nurse  and  the  registered  dietitian  in  providing  patient  counselling;  and 
(3)  consideration  of  preventive/health  maintenance  objectives  —  how 
they  should  be  pursued  both  separate  from  and  in  conjunction  with 
therapeutic  counselling. 

Studies  that  have  attempted  to  demonstrate  cost-savings  from  the 
provision  of  nutritional  services  have  shown  savings  only  for  selected 
types  of  patients  under  controlled  conditions.  These  studies  generally 
have  suffered  from  methodological  problems  that  limit  their 
reliability.  Studies  suggest  that,  under  some  conditions  and  for  some 
patients,  the  services  can  be  cost-effective,  but  not  for  HHAs'  total 
caseloads. 

Based  on  the  findings  above,  the  Department  considered  the  following  options  for 
coverage  and  reimbursement  of  dietitians'  services: 

Continue  Present  Coverage:  Under  present  coverage  for  nutrition  consultants, 
Medicare  reimburses  HHAs  for  full  reasonable  costs,  unless  the  HHA's  costs  exceed 
its  reimbursement  limits.  This  report  found  that  approximately  75  to  80  percent  of 
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HHAs  had  Medicare  costs  well  below  their  reimbursement  limits,  yet  only  about  22 
percent  of  HHAs  retained  nutritionists  (not  all  of  them  registered  dietitians). 
Clearly,  factors  other  than  Medicare  reimbursement  must  also  inhibit  HHAs'  use  of 
registered  dietitians.  The  percentage  of  HHAs  which  exceed  the  cost  limits  is  not 
expected  to  be  significantly  affected  by  recent  changes  in  the  way  in  which  cost 
limits  are  calculated. 

Reimbursement  on  a  Visit  Basis:  This  approach  is  identical  to  home  health 
treatment  of  some  other  types  of  covered  professional  services.  It  provides  the 
greatest  incentives  for  HHAs  to  retain  and  use  dietitians.  However,  there  is  a  lack 
of  evidence  that  this  type  coverage  is  needed  since  the  dietitians  can  now  provide 
services  which  are  reimbursed  under  the  agency's  administrative  costs.  Also,  cost 
per  visit  reimbursement  provides  economic  incentives  to  overuse  the  services;  it 
provides  incentives  to  utilize  the  dietitian's  time  fully  in  visits,  thus  reducing  the 
consultation  and  educational  activities;  and  with  reduction  of  consultation  and 
educational  activities,  the  coordination  of  services  and  the  "team"  approach  would 
be  diminished.  The  cost  of  this  option  for  1985  was  estimated  to  be  between  $58.9 
and  $90.9  million. 

In  addition,  expansion  of  cost  per  visit  payment  is  not  consistent  with  the 
Department's  current  development  of  reimbursement  alternatives.  The 
Department  is  developing  and  testing  alternative  home  health  reimbursement 
methods,  including  capitation,  which  will  reward  the  beneficial  and  efficient  use  of 
many  services,  including  dietary  services. 
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Recommendation 

The  Department  recommends  continuation  of  present  Medicare  coverage  for 
registered  dietitian  services  in  the  home.    This  coverage  includes,  under 
home  health  benefits,  payment  on  a  cost  per  visit  basis  for  nutritional 
therapy  services  provided  by  visiting  nurses.     In  addition,  home  health 
agencies  may  retain  registered  dietitians  as  consultants  to  advise  and 
educate  their  staffs  or  to  make  necessary  home  visits,  and  include  an 
allocated  portion  of  the  cost  in  their  Medicare  administrative  or  overhead 
expenses.     In  addition,  the  Department  will  continue  to  develop  and  test 
alternative  home  health  reimbursement  methods  which  will  encourage  the  use 
of  many  services,  including  dietitian  services,  which  are  beneficial  and 
efficient . 
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CHAPTER  1 


INTRODUCTION 

The  United  States  Congress,  in  the  Omnibus  Reconciliation  Act  of  1980  (Public 
Law  96-499).  directed  the  Secretary  of  the  Department  of  Health  and  Human 
Services  to  conduct  several  studies  to  guide  it  in  considering  legislative 
changes  in  title  XVIII  of  the  Social  Security  Act,  the  Medicare  program. 
This  report  addresses  Medicare  home  health  agency  (HHA)  coverage  of  the 
services  of  registered  dietitians.    Section  958(c)  of  P.L.  96-499  states: 

The  Secretary  shall  conduct  a  study  of  the  circumstances  and. 
conditions  under  which  services  furnished  by  registered  dietitians 
should  be  covered  as  a  home  health  benefit  under  title  XVIII  of  the 
Social  Security  Act. 

A.    Current  Medicare  Coverage  for  Nutrition  Services  in  HHAs 
Dietetics  is  not  specified  in  the  Medicare  lav  as  a  covered  HHA  service. 
However,  reimbursement  for  health  care  personnel  not  specifically  covered 
under  the  law,  including  nutritionists,  is  allowed  under  the  guidelines  to 
assist  in  the  overall  operation  of  the  program.    Thus,  HHAs  may  retain 
registered  dietitians,  either  on  salary  or  under  contract,  to  serve  as 
consultants  to  HHA  staff  who  provide  services  to  patients  in  their  homes. 
These  consultants  also  participate  in  evaluative  activities  and  direct 
educational  programs  for  HHA  staff,  including  home  health  aides,  who  assist 
patients  in  their  homes.    They  may  also,  when  medically  necessary,  make  home 
visits  to  Medicare  beneficiaries  for  direct  clinical  counselling,  but  the  HHA 
cannot  bill  Medicare  for  those  visits.     Instead,  the  HHA  obtains  payment  for 
all  of  the  nutritionist's  activities  by  including  its  nutrition  costs  in  the 
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administrative-general  (or  overhead)  cost  center,  which,  in  the  end-of-the-year 
cost  settlement,  is  allocated  to  the  reimbursable  visit  cost  centers.  Thus,  in 
effect,  the  costs  for  the  nutrition  consultant  become  a  part  of  the  cost-per -visit 
for  all  covered  visits. 

The  intent  of  this  coverage  is  to  compensate  HHAs  fully  for  the  reasonable  costs  of 
medically  necessary  services  provided  to  the  HHAs1  Medicare  beneficiaries,  subject 
to  reimbursement  limits  and  to  scrutiny  by  intermediaries  for  the  "reasonableness" 
of  the  costs.  HHAs  whose  costs  exceed  their  reimbursement  limits  may  request 
and  obtain  a  waiver  under  justifiable  circumstances.  HHAs  whose  overhead  cost 
centers  appear  excessive  may  be  asked  by  intermediaries  to  account  for  and  justify 
their  consultant  costs. 

In  public  presentations,  in  the  literature,  and  in  response  to  this  study, 
representatives  of  the  profession,  the  providers,  and  other  agencies  and 
organizations  advocate  HHA  coverage  for  nutritional  counselling  on  the  same  basis 
as  present  coverage  for  skilled  nursing,  physical  therapy,  speech  pathology, 
occupational  therapy,  medical  social  work,  and  home  health  aide  services.  This 
would  require  legislation  to  include  dietetics  among  the  professions  specified  as 
covered  in  HHAs  under  the  Medicare  law  and  reimbursed  on  a  cost-per-visit  basis. 

It  should  be  noted,  in  addition,  that  visiting  registered  nurses  have  some  training  in 
nutrition.  An  evaluation  of  the  patient's  nutritional  status  and  needs  is  a  part  of 
the  visiting  nurse's  intake  evaluation  of  patients,  and  providing  nutritional  guidance 
is  a  proper  and  accepted  nursing  function.  Such  guidance  given  by  the  visiting 
registered  nurse  is  fully  covered  by  Medicare  as  a  nursing  cost. 
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A  more  detailed  description  of  Medicare  HHA  coverage,  including  the 
reimbursement  limits,  appears  in  Appendix  C. 

B.       Objectives  of  the  Study 

The  purpose  of  this  study  is  to  determine  whether  Medicare  coverage  for  services 
of  registered  dietitians  provided  by  HHAs  should  be  expanded  or  whether  the 
method  or  conditions  of  coverage  should  be  changed.  The  first  objective  is  to 
assess  Medicare  beneficiaries'  need  for  home  visits  by  registered  dietitians. 
Chapter  2  discusses  the  diagnoses  for  which  diet  therapy  is  accepted  medical 
practice,  the  frequency  of  those  diagnoses  among  the  Medicare  HHA  patients,  and 
the  conditions  under  which  the  direct  clinical  counselling  services  of  the  dietitian 
may  be  medically  necessary. 

The  second  objective  is  to  explore  the  adequacy  of  services  currently  provided  and 
to  identify  gaps  in  the  availability  and  accessibility  of  those  services.  Assessment 
is  particularly  difficult  for  this  objective  because  of  the  lack  of  previous  research 
related  to  provision  of  nutrition  services  specifically  in  HHAs.  Extreme  variations 
in  estimates  of  need  show  the  lack  of  consensus  with  regard  to  these  services.  The 
key  issue  is  whether  practitioners  other  than  registered  dietitians  provide  clinical 
nutritional  counselling  at  the  level  of  expertise  necessary  to  achieve  optimal 
results.  These  problems  are  also  explored  in  Chapter  2. 

Frequent  claims  of  cost-savings  effects  from  HHA  services  generally,  and  in  the 
case  of  nutritional  counselling  specifically,  dictate  the  third  objective:  to 
determine  whether  cost-savings  would  result  from  expanded  provision  of  the 
registered  dietitian's  services.  Chapter  3  addresses  this  issue.  It  must  be 
recognized  that  short-term  cost  savings  are  not  the  sole  reason  for  changes  in 
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recognized  that  short-term  or  long-term  cost  savings  are  not  the  sole  reason 
for  changes  in  Medicare  coverage.    Expectations  of  substantial  improvements  in 
beneficiaries'  health  status,  longevity,  and  quality  of  life,  without 
assurances  of  cost  savings,  might  justify  an  expansion  of  benefits.    In  any 
case,  potential  benefits  of  any  change  must  always  be  weighed  against 
expected  costs  or  savings. 


Two  approaches  for  Medicare  home  health  coverage  of  registered  dietitians' 
services  are  analyzed  in  Chapter  4— present  Medicare  coverage  and  cost 
per  visit  reimbursement.    The  advantages  and  disadvantages  are  examined 
in  light  of  the  evidence  presented  in  Chapters  2  and  3.    Finally,  the 
Department's  recommendation  appears  in  Chapter  5. 

C.    Study  Approach  and  Sources 

Study  staff  first  met  with  staff  of  the  Health  Care  Financing  Administration 
(HCFA)  bureaus  and  other  Federal  agencies  that  have  responsibility  for  health 
programs  including  nutrition  services.    From  these  meetings,  operational  and 
policy  issues  related  to  provision  and  coverage  of  nutrition  services  were 
defined  and  explored. 

Participation  from  non-Federal  professional  organizations,  groups,  and 
individuals  was  obtained  in  several  ways.    First,  study  staff  met  with  them 
either  in  groups  or  individually  to  discuss  the  issues  and  obtain  information, 
views,  and  opinions.    Next,  a  notice  published  in  the  Federal  Register 
announcing  the  study  and  inviting  input  in  the  form  of  statistical  data, 
views  and  opinions,  and  analyses  of  experience  drew  a  very  good  response, 
both  qualitatively  and  quantitatively,  from  individuals,  organizations,  and 
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agencies  involved  directly  or  indirectly  with  the  provision  of  nutrition 
services.    A  summary  of  these  responses  appears  in  Appendix  E.    Last,  several 
organizations  and  individuals  continued  to  provide. consultation  and  information 
throughout  the  study  period.    Specifically,  the  American  Dietetic  Association 
(ADA)  was  generous  with  its  time  and  information.    The  ADA's  statement. of  its 
views  in  response  to  the  Federal  Register  notice  is  attached  as  Appendix  D. 

A  comprehensive  literature  review  performed  by  the  University  Health  Policy 
Center,  Brandeis  University,  a  HCFA  grantee,  concentrated  on  clinical  and 
other  research  studies  related  to  the  need  for  and  efficacy  of  nutritional 
services,  and  on  utilization  and  cost  patterns.    This  review,  listed  in  the 
Bibliography  (Appendix  A),  was  the  basis  for  the  descriptive  portions  of  this 
report.    The  University  Health  Policy  Center  also  conducted  a  survey  of  HHAs, 
which  was  another  major  source  of  descriptive  data.    (See  Appendix  F  for  a 
summary  of  the  survey,  including  limits  of  reliability.) 

No  research  studies  related  specifically  to  provision  of  nutrition 
counselling  services  by  HHAs  were  found  in  the  literature.    Actuarial  data 
are  particularly  scarce  since  outpatient  nutrition  services  are  rarely 
insured.    This  report,  therefore,  in  the  absence  of  reliable  statistical 
data,  relies  to  a  large  extent  on  informed  opinion  and  the  literature,  and  on 
anecdotal  evidence  from  the  Federal  Register  respondents. 

D.    Context  of  Study 

The  scope  of  this  study  was  determined  largely  by  the  nature  of  nutritional 
services  and  the  manner  in  which  they  are  provided  by  the  existing  system  of 
home  health  agencies  under  current  Medicare  law.    The  following  background 
information  places  the  study  within  the  context  of  historical  developments 
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and  the  Medicare  program  as  a  whole.  A  group  of  appendix  tables  (Appendix  B) 
gives  more  detailed  information. 

o    HHA  payments  are  a  small  but  growing  proportion  of  total  Medicare 
payments.    During  the  period  1970-80,  Medicare  reimbursement 
to  HHAs  rose  from  $62. 7  million,  less  than  1  percent  of  total 
Medicare  payments,  to  $662.1  million,  almost  2  percent  of  total 
reimbursement,  and  by  1982  HHA  expenditures  approached  $1.3 
billion.  In  1980,  HHAs .provided  services  to  957,400  Medicare 
beneficiaries,  3«4  percent  of  the  total  28.5  million  Medicare 
enrollees  in  that  year.    (See  Appendix  B,  Tables  B1  and  B3.) 

o    The  traditional  HHAs,  which  existed  when  Medicare  was  passed  and 
were  its  original  provider  base,  showed  a  wide  variation  in  range 
of  professional  services  provided.    At  the  upper  end  of  the  spectrum 
were  those  agencies  referred  to  as  "coordinated"  or  "organized"  home 
care  programs,  which  tended  to  provide  comprehensive  professional 
services  in  a  multidisciplinary  team  approach  to  therapeutic  goals. 
At  the  other  end  of  the  spectrum  were  agencies  with  minimal  pro- 
fessional services;  these  were  oriented  toward  the  nursing  and 
homemaker-aide  services  necessary  to  maintain  patients  in  the  home, 
rather  than  toward  active  therapy.    The  availability  of  Medicare 
financing  and  the  requirement  of  at  least  two  covered  services  for 
Medicare  certification  encouraged  those  HHAs  at  the  lower  end  of  the 
spectrum  to  enrich  their  mix  of  professional  services. 

o    Prior  to  Medicare,  HHAs  predominantly  served  charity  patients,  with 
financing  from  private  welfare  and  public  agencies.    The  advent  of 
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Medicare,  and  to  a  lesser  extent  Medicaid,  changed  that  situation.  In 
the  Brandeis  HHA  Survey,  206  of  214  responding  HHAs  reported  their 
major  source  of  financing;  Medicare  was  the  major  source  for 
83  percent,  Medicaid  for  3  percent,  and  "other  public  sources"  for 
11  percent.    Private  sources  were  reported  by  the  remainder. 

Since  Medicare  was  initiated  in  1966,  and  particularly  in  the  last  ten 
years,  the  composition  of  the  HHA  system  has  changed  dramatically  as 
the  supply  has  increased  in  response  to  the  effective  demand  created  by 
the  influx  of  Federal  funds.    Until  the  1970' s,  the  providers  consisted 
predominantly  of  Visiting  Nurse  Association  (VNA)  and  governmental 
agencies,  with  a  much  smaller  number  of  hospital-based  agencies;  there 
were  too  few-  proprietary  and  private  nonprofit  agencies  to  tabulate 
separately.    However,  from  1974  to  1982  the  number  of  certified  HHAs 
increased  from  2,222  to  3 »41 5 »  with  all  of  the  increase  occurring  among 
the  private  nonprofit,  proprietary,  and  hospital-based  agencies,  the 
categories  with  the  highest  per  visit  and  per  user  charges.    In  this 
period,  proprietary  and  private  nonprofit  agencies  increased  from  too 
few  to  tabulate  to  31  percent  of  total  HHAs,  while  VNA  and  governmental 
agencies  decreased  from  84  percent  to  53  percent  of  the  total.  This 
trend  has"  obvious  and  significant  impacts  on  present  and  future  HHA 
costs.    Of  significance  to  this  study  is  the  fact  that  hospital-based 
and  private  nonprofit  agencies,  two  growing  categories  with  high  costs, 
are  most  likely  to  retain  nutritionists.    (See  Appendix  B,  Tables  B2, 
B3,  and  B4.) 


o    The  composition  of  the  HHA  system  varies  greatly  by  geographic  location. 
Governmental  agencies  remain  the  predominant  type  in  all  areas  except 
the  Northeast,  where  VNAs  predominate,  and  the  Pacific  Coast  States, 
which  have  a  more  balanced  distribution.    Nearly  three-fourths  of  the 
VNAs  are  located  in  the  Northeast  and  East  North  Central  States;  in 
New  England  they  are  almost  67  percent  of  the  total  HHAs.  Proprietaries 
are  located  principally  in  the  South  (almost  59  percent  of  them)  and 
in  the  Pacific  Coast  States  (17  percent).    The  private  nonprofit 
agencies  are  also  in  the  South  (62  percent)  and  in  the  East  North 
Central  (almost  14  percent).    (See  Appendix  B,  Table  B5.) 

o    About  22  percent  of  HHAs  retain  nutritionists  (not  all  of  them 
registered  dietitians).    The  Brandeis  survey  showed  that  larger 
agencies,  measured  in  terms  of  operating  budgets,  are  much  more 
likely  than  smaller  agencies  to  have  dietitians.    Among  agencies  with 
budgets  under  $500,000,  11  percent  retained  nutritionists,  compared 
to  55  percent  of  agencies  with  budgets  of  $1  million  and  over.  The 
Medicare  Provider  File  shows  that  hospital-based  and  private  nonprofit 
agencies  are  more  likely  than  other  types  of  ownership  to  provide 
nutritional  services.     (See  Appendix  B, Table  B4.) 

o    Evaluation  of  the  patients'  nutritional  status  is  normally  a  part 
of  the  initial  intake  assessment  of  all  HHA  patients,  and  nutrition 
therapy  is  ordered  by  physicians  for  between  35  and  50  percent  of 
HHA  referrals.    Both  the  initial  screening  and  the  physician-ordered 
nutrition  therapy  are  provided  predominantly  by  visiting  registered 
nurses,  rather  than  by  dietitians. 


E.    Description  of  the  Dietetic  Profession 

The  ADA  is  the  nationally  recognized  standard-setting  agency  for  the  dietetic 
profession.    Its  Commission  on  Dietetic  Registration  directs  the  registration 
program,  and  its  Commission  on  Accreditation  is  the  officially  recognized 
accrediting  agency  for  educational  programs,  both  didactic  and  clinical 
practice.    The  ADA  defines  a  registered  dietitian  as: 

A  graduate  of  an  accredited  baccalaureate  degree  program,  plus  an 
internship  or  equivalent  experience,  who  has  successfully  completed  the 
Registration  Examination  for  Dietitians  and  maintains  continuing 
education  requirements. 

The  major  sources  for  the  following  discussion  were  the  literature  review 
(Bibliography,  Appendix  A,  Section  I)  and  data  from  the  ADA' a  membership 
survey  for  1981. 

Dietetics  is  a  mature,  well  developed  health  care  profession  and  academic 
discipline,  which  emerged  early  in  this  century  from  the  hospital  and  home 
economics  fields.    As  early  as  1926,  the  ADA  adopted  minimum  professional 
standards  for  its  members  combining  a  baccalaureate  degree  with  a  6-month 
approved  internship  (or  equivalent).    Even  prior  to  1926,  a  hospital 
apprenticeship  including  "diet  therapy"  was  considered  essential  for 
dietitians.    By  1932,  these  standards  were  recognized  by  the  American  College 
of  Surgeons  and  the  American  Hospital  Association  as  minimum  qualifications 
for  dietitians  employed  in  health  care  facilities.    The  standards,  with 
additions  of  a  registration  examination  and  continuing  education  requirements, 
were  incorporated  into  a  certification,  or  registration,  program  in  1969,  and 
in  1 976.  registration  became  independent  of  ADA  membership. 
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Dietitians  are  licensed  in  only  one  State  (Texas)  and  in  Puerto  Rico.  Three 
other  States  have  passed  "title  acts,"  vhich  means  that  only  persons  meeting 
specified  qualifications  may  call  themselves  dietitians.    The  ADA  at  present 
takes  no  position  on  licensure  but  provides  technical  assistance  and  guidance 
to  its  State  affiliates  that  are  working  toward  licensure  or  official 
or ed entitling. 

The  duality  of  its  origins  (hospital  and  home  economics)  is  evident  in  the 
mul tidisciplinary  dietetic  education,  vhich  includes  the  physical  and 
biological  sciences,  behavioral  and  social  sciences,  professional  sciences 
(food,  food  chemistry,  nutrition,  nutrition  in  disease,  and  management  theory 
and  principles),  and  the  communication  sciences.    It  is  also  evident  in  the 
areas  of  educational  specialization  and  major  areas  of  practice  shown  in 
Table  1,  vhich  follovs: 

TABLE  1.    Percentage  Distribution  of  Active  Registered  Dietitians,  by 
Major  Area  of  Practice  and  by  Educational  Level 


Educational  Level 

Major  Area  of  Practice 

i  All  Active 
!  Registered 

Undergraduate 

i  Has  or  Is  Obtaining 
Higher  Degree 

!  Dietitians 

Total 

Level  Only 

i Masters 

I  Doctorates 

TOTAL 

100.0$ 

100. 0% 

54. 6% 

1  41.2$ 

4.2$ 

Clinical  Dietetics 

39.4 

100.0 

61 .6 

1  36.2 

2.2 

Administration,  Food 
Service  Management 

24.6 

100.0 

58.0 

39.8 

2.3 

Community  Dietetics 

10.5 

100.0 

35.9 

59.5 

4.6 

Generalist  Dietetics 

9.6 

100.0 

59.8 

35.2 

!  5.0 

Other 

!  15.9 

100.0 

41 .2 

47.2 

i 

!    11 .7 

SOURCE:    Preliminary  data  from  ADA  Annual  Survey  of  Members,  1981. 


In  1981,  ADA  had  about  44,700  active  and  inactive  members,  of  vhich  about 
35.000  vere  registered.    In  addition,  there  vere  about  1,700  registered 
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dietitians  who  ware  not  members  of  the  ADA.    Close  to  41  percent  have  or  are 
obtaining  masters  degrees  and  about  4  percent  have  or  are  obtaining  doctorates. 
About  74  percent  of  active  dietitians  were  employed  in  hospitals  and  other 
health  care  organizations.    Many  dietitians  reported  more  than  one  employer; 
for  example,  dietitians  in  independent  practice  may  also  report  employment  in 
another  setting.    Only  about  1  percent  of  active  dietitians  were  in  full-time 
independent  practice,  and  an  additional  7  percent  were  in  part-time  independent 
practice. 

There  is  no  reported  shortage  in  the  supply  of  dietitians.    There  are,  however, 
geographical  differences  among  HHAs  retaining  dietitians.    Urban  and  suburban 
agencies  are  more  likely  than  rural  agencies  to  have  dietitians  on  staff,  and 
western  and  northeastern  agencies  are  better  served  than  southern  and  midwestern. 
In  the  Brandeis  survey,  only  7  percent  of  71  responding  agencies  reported  the 
shortage  of  dietitians  in  their  geographic  area  as  a  major  cause  of  unmet 
need. 

The  practice  area  of  primary  interest  in  this  study  is  clinical  dietetics, 
which,  as  shown  in  Table  1 ,  is  the  largest  area  of  specialization  among 
dietitians.    Clinical  counselling  of  patients,  however,  is  part  of  the 
educational  process  for  all  dietitians,  and  the  educational  specialization  is 
not  restrictive  in  relation  to  their  major  area  of  practice  after  graduation. 
Community  dietitians  (e.g.,  public  health  nutritionists  employed  by  local 
health  departments)  and  generalist  dietitians  also  provide  direct  counselling. 
In  hospitals,  particularly  in  small  hospitals ,. the  dietitian  in  charge  of  the 
hospital's  food-service  department  may  also  be  responsible  for  therapeutic 
diets  and  clinical  counselling  of  patients. 
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Nutritional  research  is  constantly  adding  new  knowledge  regarding  the 
relationship  of  diet  to  disease,  drug-food  interactions,  and  the  effects  of 
chemotherapy  and  radiation  therapy  on  nutritional  status  of  patients.  The 
continuing-education  provision  of  the  ADA's  registration  requirements  is 
intended  to  keep  practicing  dietitians  aware  of  developing  knowledge,  technology, 
and  treatment  modalities. 

An  emerging  effect  of  the  extensive  new  medical  knowledge  and  treatment 
modalities  is  an  informal  type  of  specialization  oriented  to  specific  disease 
entities.     In  its  1981  annual  membership  survey,  the  ADA  asked  dietitians  to 
list  their  major  professional  interests.    The  respondents  who  listed  specific 
diseases  or  patient-care  procedures  as  their  first,  second,  or  third  ranking 
interest  are  shown  in  Table  2. 


TABLE  2.    Number  of  Registered  Dietitians  Reporting  Specified  Diseases 
as  Their  Major  Professional  Interest. 


:  Number 

of  Respondents 

Area  of 
Special  Interest 

Total 

[  First- ranking  | 
interest 

Second- ranking 
interest 

Third -ranking 
interest 

Allergies  and 
intolerances 

770 

494 

122 

154 

Burns 

433 

301 

72 

60 

Cardiovascular  diseases 

2,913 

2,099 

417 

397 

Diabetes 

5,469 

3,004 

1,709 

756 

Gastroenterology 

1  ,016 

329 

418 

269 

Oncology 

1,916 

392 

648 

876 

Renal  nutrition 

1  2,105 

653 

516 

936 

Nutrition  support 
( enteral-parenteral 
feeding) 

2,692 

!         *37  ! 

1,122 

1  ,133 
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CHAPTER  2 


THE  NEED  FOR  REGISTERED  DIETITIANS'  SERVICES 

This  report  is  limited  to  therapeutic  clinical  nutritional  counselling 
provided  by  registered  dietitians  to  Medicare  beneficiaries  who  are  receiving 
Medicare-covered  HHA  services  and  whose  patient-care  plan  specifies  diet 
therapy  as  a  part  of  an  active,  physician-prescribed  treatment  regimen. 
Thus,  it  excludes  the  dietitian's  preventive  and  health  maintenance 
nutritional  guidance  (except,  of  course,  when  such  guidance  is  given  in 
conjunction  with  therapeutic  counselling). 

In  most  cases,  the  HHA  patient  with  a  diet-related  illness  will  have  received 
some  nutritional  guidance  before  entering  the  HHA  program.    The  patient's 
physician  is  the  first  level  of  counselling,  guidance,  and  instruction  in 
diet  therapy.    Patients  with  prior  stays  in  hospitals  may  have  received 
counselling  on  special  diets  from  the  hospital's  clinical  dietitian  prior  to 
discharge.  ___For  home-bound  patients,  visiting  nurses  perform  routine 
nutritional  screening  and  provide  nutritional  guidance  on  special  diets, 
and,  with  consultation  from  a  registered  dietitian,  may  give  more  extensive 
nutritional  counselling. 

This  study  examines  the  extent  to  which  HHA  patients,  in  addition,  may  need 
direct  clinical  counselling  in  the  home  from  the  registered  dietitian.  This 
section  describes:  • 
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o  Medical  diagnoses  and  conditions  for  which  diet  therapy  is 
frequently  prescribed  and  for  which  the  dietitian's  direct 
counselling  may  be  needed  to  secure  satisfactory  outcomes. 

o    Other  determinants  of  the  need  specifically  for  the  registered 
dietitian's  clinical  counselling  in  the  patient's  home. 

The  following  discussion  focuses  on  conditions  that  are  common  to  an.  elderly 
population  and  on  chronic  conditions  for  which  treatment. is  provided  or 
continued  in  the  patient's  home,  rather  than  in  the  acute  hospital  setting. 
Among  elderly  and  disabled  populations,  multiple  medical  conditions  are 
likely  to  be  exhibited,  and  certain  conditions  create  a  predisposition  to 
other  diseases  (e.g.,  diabetes  is  a  predisposing  factor  to  cardiovascular 
disease,  and  cancer  patients  are  prone  to  malnutrition).    The  complexity  of 
multiple  diagnoses  typical  of  an  elderly  population  should  be  kept  in  mind. 
HHA  patients,  by  definition,  are  sufficiently  ill  to  be  homebound,  under  the 
care  of  a  physician,  and  in  need  of  professional  nonphysician  services.  Many 
patients  are  terminally  ill. 

Medical  conditions  commonly  associated  with  diet  and  requiring  diet  therapy 
are  of  three  types:     (1)  conditions  that  require  a  modified  diet  as  a  part  of 
the  medical  treatment  for  the  specific  disease;  (2)  conditions  that  require  a 
modified  diet  because  the  medical  treatment  itself  results  in  nutritional 
deficiencies,  or  specific  nutrients  are  needed  as  an  adjunct  to  treatment  to 
speed  recovery;  and  (3)  conditions  that  are  associated  with  a  high  risk  of 
malnutrition. 

Sources  for  the  discussion  of  diagnoses  include  numerous  textbooks,  manuals, 
and  research  reports  portraying  current  knowledge  and  accepted  medical 


practice  in  regards  to  diet  therapy.    These  are  listed  in  the  Bibliography 
(Appendix  A,  Section  I).    The  following  descriptions  represent  the  consensus 
from  these  various  sources.    As  a  further  verification  of  their  accuracy, 
they  were  reviewed  by  Federal  staff  who  are  familiar  with  long-term  care, 
including  HKA  services,  and  by  a  consulting  dietitian.    It  should  be  remembered 
that  not  all  patients  with  these  diagnoses  and  with  a  physician's  prescription 
for  diet  therapy  require  the  services  of  a  registered  dietitian.    In  many 
cases,  the  dietary  instructions  from  the  physician,  the  hospital  dietitian 
prior  to  discharge,  or  the  HHA's  visiting  nurse  are  sufficient  to  obtain  the 
patient's  understanding  of  and  compliance' with  the  diet,  as  described  later 
in  this  section.    Indicators  of  the  need  for  the  registered  dietitian,  also 
described  later,  include  the  complexity  of  the  diet,  combination  diets  for 
multiple  diet-related  diagnoses,  the  severity  of  patient's  condition,  and 
frequently  the  characteristics  of  the  patient  such  as  low  income,  ethnicity, 
sight  or  comprehension  problems,  or  other  characteristics  that  affect 
compliance  with  the  dietary  regimen. 

A.    Medical  Diagnoses  and  Conditions  Associated  with  Diet 

Diabetes  mellitus  is  a  disorder  of  carbohydrate  metabolism  usually  due  to 
faulty  pancreatic  activity  and  consequent  disturbances  of  normal  insulin 
secretion.    The  incidence  of  diabetes . increases  with  age,  rising  steadily, 
from  childhood  to  peak  at  ages  65  to  74.    Almost  9  percent  of  persons  over 
the  age  of  65  (about  2.3  million)  had  a  diagnosis  of  diabetes  in  1980,  and 
more  cases  may  be  undetected.    Diabetes  is  treated  by  diet,  with  or  without 
insulin'  administration  or  an  oral  hypoglycemic  agent.    Vith  good  compliance 
with  the  diet  therapy,  maturity-onset  (insulin-independent)  diabetes  may 
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be  treated  successfully  with  diet  alone.    Diet  therapy  includes 
appropriate  ratios  of  carbohydrates,  protein,  and  fats,  a  consistent, 
balanced  distribution  of  meals  throughout  the  day,  and,  for  overweight 
patients,  a  reduction  in  calories.    Diabetics  need  to  be  able  to  calculate 
the  prescribed  diet  using  a  food-exchange  list  and  accurate  measurements. 

Renal  diseases  also  respond  to  diet  therapy.     In  renal  disease,  inflammatory 
and  degenerative  diseases  of  the  kidney  cause  nutritional  disturbances  in  the 
metabolism  of  protein,  electrolytes,  and  water.    Diet  therapy  generally 
involves  lowering  protein  intake  and  salt  and  establishing  adequate  levels  of 
potassium  and  water.    Food  plans  have  been  developed  to  manage  hemodialysis 
patients  between  treatments.    Reduction  of  calcium  is  prescribed  for  treatment 
or  prevention  of  renal  stones.     However,  research  varies  —  and  is  continuing 
—  on  the  appropriateness  of  dietary  interventions  for  certain  disorders 
(e.g.,  protein  and  salt  reduction  for  glomerulonephritis),  and  on  development 
of  optimum  diet  plans  for  specific  renal  conditions.    Adjustment  of  the  diet 
for  the  individual  patient  is  important. 

Many  elderly  persons  are  affected  by  one  or  more  of  the  cardiovascular 
diseases,  including  hypertension,  atherosclerosis,  congestive  heart  failure, 
angina  pectoris,  and  arteriosclerosis.    Diet  plays  a  role  in  the  etiology  of 
these  disorders  and  diet  therapy  has  a  role  in  their  treatment.     In  some 
-cases,  for  example,  hypertension  may  be  managed  with  diet  therapy  alone  and, 
if  therapy  is  successful,  more  serious  illnesses  averted.    Risk  factors 
associated  with  the  incidence  of  cardiovascular  diseases  (e.g.,  obesity, 
diabetes  mellitus)  are  also  responsive  to  dietary  intervention.  Dietary 
management  usually  includes  salt  restriction,  weight  reduction,  and  reduction 
of  animal  fat. 
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A  number  of  gastrointestinal  conditions,  found  more  commonly  in  the  elderly 
than  in  the  young,  require  diet  therapy.    Hiatal  hernia  (the  protrusion  of 
any  structure  through  the  esophageal  opening  of  the  diaphragm)  causes  anginal- 
like  pain  and  may  act  as  a  trigger  mechanism  for  a  true  anginal  attack. 
Diverticulosis  (small  pouches  in  the  wall  of  the  intestines,  most  frequently 
in  the  colon)  afflicts  about  40  percent  of  persons  over  age  70,  although  many 
are  asymptomatic.    A  portion  of  them  develop  diverticulitis,  an  inflammation 
of  the  diverticulum,  and  patients  may  develop  infection,  ulceration,  and/or 
perforation.    Two  gallbladder 'conditions ,  cholelithiasis  (gallstones)  and 
cholecytitis  (inflammation  of  the  gallbladder),  may  require  diet  therapy. 
Gallstones  have  been  found  in  38  percent  of  patients  aged  70  to  80  who  were 
autopsied.    Inflammation,  stones,  obesity,  constipation,  or  pregnancy  may 
cause  malfunctioning  of  the  gallbladder,  and  surgery  is  frequent.  Gastro- 
intestinal conditions  that  cause  malabsorption  respond  directly  to  diet  therapy, 
and  dietary  treatment  may  be  prescribed  for  peptic  ulcers  and  ulcerative 
colitis.     Surgical  procedures  involving  any  part  of  the  gastrointestinal  tract 
(gastrectomy,  ileostomy,  colostomy,  etc.)  require  diet  management  during  the 
recovery  process  to  reduce  symptoms  and  increase  absorption  of  nutrients,  and 
for  long-term  management.    For  some  of  the  gastrointestinal  conditions,  the 
dietary  prescription  is  quite  specific  to  the  disease  (e.g.,  reduction  in  fat 
to  specified  amounts,  a  gluten-free  diet,  a  liquid  diet,  etc.);  for  others 
the  diet  is  based  on  individual  assessment  and  manifestation  of  symptoms  and 
tolerances  for  certain  foods. 

Other  conditions  for  which  diet  therapy  is  a  specific  part  of  the 
treatment  plan  include  the  various  types  of  anemia,  gout,  and  malnutri- 
tion, both  undernutrition  and  obesity.    Epidemiological  data  show  that 
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the  elderly  are  somehow  buffered  from  the  consequences  of  poor  diet;  neither 
undernutrition  nor  obesity  have  the  noxious  effects  that  would  be  expected  in 
younger  persons.    However,  obesity,  which  afflicts  71  percent  of  women  and  84 
percent  of  men  over  age  50,  is  a  predisposing  factor  to  several  diseases 
discussed  previously.     It  increases  the  risk  in  surgery  and  complicates 
treatment  of  arthritis  and  Parkinson's  disease.    The  treatment  program  for 
obesity  should  not  be  overly  vigorous  and  should  be  carried  out  over  a  long 
period  of  time,  under  professional  guidance. 

Diet  modification  is  needed  for  some  conditions  for  nutritional  support  —  as 
an  adjunct  to  treatment,  rather  than  as  primary  treatment.    Cancer  and 
Parkinson's  disease  fall  in  this  category.    These  diseases  in  themselves 
often  make  eating  difficult  and  these  problems  are  further  complicated  with 
use  of  drugs  having  adverse  drug-food  interactions,  and  use  of  chemotherapeuti 
agents  and  radiation  therapy.    For  cancer  patients,  malnutrition  is  often  the 
most  challenging  problem  for  therapists  and  is  a  source  of  great  anxiety  and 
frustration  for  the  principal  caretakers.    Dietary  intervention  is  needed  not 
only  to  increase  general  food  intake  but  also  to  compensate  for  specific 
nutritional  deficiencies  or  effects  known  to  be  associated  with  the  therapeuti 
agents. 

Dietary  management  is  also  an  important  adjunct  to  treatment  for  surgical 
wounds,  decubitus  ulcers,  and  burns.     If  an  individual's  nutritional  status 
is  poor,  the  rate  of  healing  is  retarded  —  sometimes  severely.    The  healing 
process  can  be  improved  by  nutritional  intervention,  including  supplementation 
of  protein  and  certain  vitamins  and  minerals. 
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Arthritis  takes  a  number  of  forms,  sometimes  presenting  problems  related  to 
nutrition.    With  the  exception  of  gout,  for  which  nutrition  therapy  is  quite 
specific,  diet  has  no  role  in  the  etiology  of  arthritic  diseases  or  as 
therapy  for  those  diseases,  despite  the  diets  that  are  claimed  as  "cures." 
Some  drugs  prescribed  for  arthritic  conditions  have  nutritional  side-effects, 
but  these  are  generally  not  so  severe  as  to  require  dietary  therapy.  However, 
nutritional  therapy  is  needed  to  treat  certain  symptoms  common  among  arthritic 
patients.    For  example,  arthritics  are  prone  to  anemia,  sometimes  of  a 
sufficiently  serious  nature  to  require  skilled  counselling,  and  weight 
reduction  for  obese  patients  may  be  necessary  to  relieve  pain  and  improve 
mobility. 

Finally,  there  are  several  conditions  that  make  patients  extremely  vulnerable 
to  undernourishment.     Principal  among  these  are  stroke,  alcoholism,  mental 
disturbances,  and  oral  surgery.     Patients  who  require  any  type  of  tube 
feeding,  for  any  reason,  may  also  be  considered  in  this  category.  Nutritional 
assessment  and  monitoring,  on  a  continuing  basis,  is  necessary  for  these 
patients,  with  nutritional  intervention  as  needed. 

B.    Frequency  of  Diagnoses 

The  preceding  section  described  diagnoses  for  which  diet  therapy  is  frequently 
needed  by  patients  and  prescribed  by  physicians.     For  all  of  these  conditions, 
the  visiting  nurse  must  be  alert  to  the  nutritional  risks  and  must  monitor 
the  patients'  nutritional  status.    The  frequency  of  these  diagnoses  among 
Medicare  beneficiaries  using  HHA  services  is  shown  in  Table  3.    About  48 
percent  of  HHA  Medicare  patients  have'  diet-related  conditions.  However, 
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these  are  only  the  first-mentioned  diagnosis  on  the  Medicare  HHA  claims. 
The  frequency  of  multiple  diagnoses  is  not  known,  and  any  of  these  could 
occur  as  a  secondary  diagnosis.    Some  of  them,  in  fact,  are  more  likely  to 
occur  as  secondary  diagnoses,  or  as  complications  of  the  primary  diagnosis 
(e.g.,  malnutrition,  obesity,  decubitus  ulcers,  arthritis,  alcoholism). 
These  frequencies,  therefore,  are  indicative  of  the  minimum  number  of  HHA  . 
patients  suffering  from  nutrition- related  diseases. 

An  indication  of  the  extent  to  which  these  frequencies  of  the  major 
first-mentioned  diagnoses  understate  the  true  frequency  of  the  condition  was 
obtained  from  a  response  to  our  Federal  Register  notice.    An  HHA  with  close 
to  5,000  patients  submitted  a  tabulation  of  primary  diagnoses  along  vtzh- 
their  frequencies  as  secondary  diagnoses.    Diabetes  is  the  secondary  diagnosis 
almost  as  frequently  as  it  is  the  primary  diagnosis.     Cardiovascular  diseases 
and  arthritis  also  appeared  frequently  as  secondary  diagnoses.    The  distri- 
bution of  primary  diagnoses  was  very  similar  to  that  in  Table  3*  Assuming 
that  the  distribution  of  secondary  diagnoses  would  also  be  similar  and 
applying  the  proportions  of  secondary/primary  diagnoses  to  the  figures  in 
Table  3»  the  percentages  of  Medicare  HHA  patients  with  the  major  diagnoses 
are  increased  as  follows: 


Primary 


Primary  and  Secondary 


Diabetes 

Cardiovascular  diseases 
Cancer 

Gastrointestinal  diseases 


CVA  (stroke) 
Arthritis 


7.8* 
13.5 
10.8 

1.9 
7.2 
3-5 


15.3? 
24.3 
12.3 

2.7 
.10.1 

6.4 
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The  Federal  Register  respondents  also  provided  information  about  decubitus 
ulcers,  which  in  Table  3  is  less  than  1  percent  of  HHA  patients  and  which,  as 
mentioned  earlier,  is  more  likely  to  be  a  secondary  than  a  primary  diagnosis. 
One  HHA  reported  that  an  estimated  5  percent  of  its  patients  were  treated  for 
this  condition  and  another  estimated  6  percent. 

Numerous  HHAs  cited  decubitus  ulcers  as  an  example  of  the  efficacy  of  dietary 
treatment  and  some  gave  case  studies  showing  cost-savings,  particularly  from 
reduced  visits  by  the  registered  nurse.    (Note  in  Table  3  that  the  cost  per 
patient  for  decubitus  ulcers  is  considerably  higher  than  for  any  other 
condition. ) 

Federal  Register  respondents'  estimates  of  the  number  of  HHA  patients  with 
physicians'  prescriptions  for  modified  diets  were  consistent  with  these 
figures,  clustering  at  around  40  to  50  percent.    They  were  less  consistent  in 
estimates  of  the  number  of  patients  who  needed  dietary  management,  with  or 
without  the  physicians'  orders;  those  estimates  ranged  generally  between  60  to 
80  percent,  but  went  as  high  as  100  percent. 

C.      Determinants  of  Need  for  Counselling  by  Registered  Dietitians 
The  preceding  sections  described  the  medical  conditions  for  which  nutritional 
therapy  is  medically  indicated  and  frequently  prescribed  by  physicians. 
The  evidence  indicates  that  nutritional  services  play  a  significant  role  in 
the  effective  treatment  of  many  medical  conditions  that  occur  frequently 
among  Medicare  beneficiaries.     However,  this  evidence  reveals  little  about 
the  need  in  hone  care  for  the  specific  skills  of  the  registered  dietitian. 
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Nutritional  counselling  is  provided-  by  several  health  care  professionals, 
including  the  patient's  physician,  the  hospital  clinical  dietitian  (for 
inpatients  prior  to  discharge),  the  HHA  visiting  nurse  (with  or  without 
consultation  from  a  registered  dietitian)  —  all  fully  covered  by  Medicare  - 
as  well  as  the  HHA  dietitian.    The  purpose  of  this  section  is  to  consider 
whether  more  favorable  health  outcomes  for  patients  would  result  if  home 
visits  by  the  HHA's  registered  dietitians  were  more  accessible  and  provided, 
more  frequently. 

No  research  studies  have  been  done  to  show  comparative  outcomes  from 
nutritional  guidance  by  different  types  of  practitioners  or  to  show  the 
adequacy  of  such  counselling  by  nondietitian  practitioners,  although  it  .is 
agreed  that  providing  such  guidance  is  a  proper  function  and  responsibility 
of  their  practices.    The  following  discussion,  therefore,  reflects  "informed 
opinion"  as  expressed  in  the  literature  and  anecdotal  evidence  submitted  by 
Federal  Register  respondents  drawn  from  their  own  experience. 

There  is  agreement  that  many  patients,  with  nutrition-related  illnesses 
do  not  necessarily  require  the  dietitian's  direct  counselling.    The  need 
depends  upon  the  nature  and  severity  of  the  condition,  the  complexity  of  the 
prescribed  diet,  and  frequently  upon  the  characteristics  of  the  patient. 
Federal  Register  respondents  attempted  to  identify  more  specifically  the  . 
medical  criteria  indicating  that  patients  should  be  assessed  and  counselled 
the  dietitian.     Criteria  mentioned  most  frequently  were: 

1.  Diabetics  who  are  newly  diagnosed,  new  to  insulin,  or 
having  complications. 

2.  All  cancer  patients. 

3.  All  patients  with  end-stage  renal  disease. 

4.  Patients  on  total  parenteral  nutrition. 

5.  Patients  requiring  feeding  through  nasogastric  tube. 

6.  Patients  with  a  diagnosis  of  malnutrition. 
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Other  criteria,  mentioned  less  frequently,  include: 

7.  Patients  with  very  complicated  combination  diets. 

8.  Those  with  chewing  and  swallowing  difficulty. 

9.  Those  with  bizarre  food  habits. 

10.  Those  with  decubitus  ulcers  or  problems  with  wound 
healing. 

1 1 .  Terminal  patients  and  patients  identified  in 
consultation  with  the  visiting  nurse  as 
experiencing  special  problems. 

These  medical  criteria  were  often  discussed  in  combination  with  the 
socioeconomic  and  cultural  characteristics  of  patients,  stressing  the 
dietitian's  special  training  and  expertise  in  coping  with  resulting  problems 
The  most  frequently  cited  characteristic,  causing  a  problem  was  low  income, 
which  makes  it  difficult  —  sometimes  impossible  —  for  some  patients  to 
purchase  the  foods  on  their  diet  lists.     Other  examples  cited  were  patients 
with  sight  or  literacy  problems  who  cannot  follow  printed  instructions,, 
anxious  patients  who,  fearful  of  eating  the  wrong  foods,  fail  to  take  adequa 
nourishment;  patients  with  strong  ethnic  preferences  in  food;  and  other 
patients  who  for  other  reasons  have  trouble  comprehending  and  complying  with 
the  dietary  therapy. 

Federal  Register  respondents  who  were  dietitians  also  frequently  mentioned 
the  necessity  of  assessing  the  home  for  the  presence  of  refrigeration  and 
cooking  equipment,  the  types  and  quantity  of  food  on  hand,  and  the  attitude 
and  capabilities  of  the  principal  caretaker  (if  any). 

Adapting  the  prescribed  diet  to  these  individual  situations  and  obtaining 
patient's  compliance  with  it,  it  is  contended,  requires  the  registered 
dietitian's  unique,  in-depth  knowledge  of  foods  and  food  chemistry  in  relati 
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to  the  disease  process,  their  educational  techniques,  and  their  skills  in 
achieving  behavioral  change. 

In  a  negative  vein,  both  the  literature  and  Federal  Register  respondents 
describe  certain  inadequacies  in  nutritional  guidance  provided  to  homebound 
patients  by  the  home  health  nurse,  who  is  recognized  as  the  principal  person 
in  monitoring  patients'  nutritional  status.    The  following  problems  with  the 
nurse  as  the  provider  of  nutritional  guidance  were  cited:     (1)  loss  of 
effectiveness  when  dietary  instructions  are  given  in  conjunction  with  other 
nursing  services;  (2)  delays  resulting  from  the  consultation  process  (i.e., 
nurse  visits  home  and  observes  dietary  problem,  returns  to  agency  and  consults 
with  dietitian,  dietitian  designs  nutritional  care  plan  including  individualized 
diet,  instructs  nurse,  then  nurse  implements  plan  on  next  visit);  (3)  nurses 
do  not  have  the  in-depth  knowledge  and  skills  needed  to  cope  with  some  • 
patients  —  a  fact  recognized  by  nurse  respondents  as  well  as  by  dietitians 
and  HHA  directors. 

In  summary,  it  seems  clear  that  the  specialized  knowledge  of  the  registered 
dietitian  plays  an  important  role  in  the  effective  treatment  of  certain 
homebound  patients.    The  next  section  considers  evidence  regarding  the  number 
of  Medicare  beneficiaries  who  need  the  registered  dietitians'  services  and 
the  extent  to  which  these  needs  are  being  met. 

D.    Extent  of  Unmet  Need  for  Counselling  Services  of  Registered  Dietitians 
No  research  studies  exist  that  would  support  reliable  estimates  of  the  number 
of  Medicare  beneficiaries  who  require  the  specific  skills  of  the  registered 
dietitian  in  the  home.     In  addition,  the  evidence  from  various  sources 
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presents  conflicting  views  regarding  the  unmet  need  for  home  visits  by  the 
registered  dietitian.    In  the  Brandeis  survey,  68  percent  of  the  responding 
agencies  reported  no  unmet  need  for  physician-ordered  dietary  services. 
Among  agencies  that  reported  providing  the  services r  25  percent  perceived  an 
unmet  need.    Over  half  of  these  said,  however,  that  the  unmet  need  was  for 
only  15  percent  or  less  of  their  caseload.    Seventeen  percent  of  HHAs-  reported 
that  over  50  percent  of  their  caseload  needed  nutritional  services  but  were 
not  receiving  them. 

The  unmet  need  reported  by  the  Federal  Register  respondents  was  substantially 
greater  than  that  shown  by  the  survey.    Of  course,  persons  who  do  not  perceive 
an  unmet  need  were  unlikely  to  respond  to  the  Federal  Register  notice. 
Almost  all  respondents  reported  unmet  need  for  physician-ordered  nutritional 
care.     Estimates  ranged  from  40  to  90  percent  of  total  caseloads.  Estimates 
of  patients  who  needed  nutritional  care,  whether  or  not  ordered  by  the 
physician,  ranged  from  1  percent  up  to  100  percent.     The  estimates  clustered 
at  about  50  percent. 

The  lack  of  consensus  among  HHAs  regarding  appropriate  use  of  dietitians' 
services  is  apparent  in  the  broad  range  of  these  estimates.  Possible 
explanations  may  lie  in  the  extremes  of  the  estimates.    That  is,  the  very 
low '  estimates  may  be  explained  by  the  fact  that  some  HHAs  are  oriented  to 
provision  of  the  basic  services  necessary  to  maintain  patients  in  the 
home,  and  they  do  not  include  dietary  services  in  this  category.     The  very 
high  estimates,  on  the  other  hand,  may  reflect  two  factors:     (a)  that  a 

nutritional  screening  is  a  part  of  the  intake  assessment  of  all  of  the  HHA's 

patients,  with  follow-up  nutritional  guidance 
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as  appropriate  (by  the  visiting  nurse  for  most  patients  and  by  the  dietitian 
or  other  nutritionist  for  patients  with  more  complicated  need);  and  (b)  a 
failure  to  distinguish  between  preventive/health  maintenance  needs  and 
therapeutic  needs,  and  the  inclusion  of  both  in  the  estimates  of  need. 

E.  Summary 

This  chapter  has  presented  evidence  that  nutrition  services  play  a  significant 
role  in  the  effective  treatment  of  many  medical  conditions  that  occur  frequently 
among  Medicare  beneficiaries.    However,  the  broad  range  and  very  high  estimates 
of  need  described  above  are  indicative  of  a  lack  of  consensus  in  the  home 
health  field  regarding  the  appropriate  use  of  dietitians'  skills.    There  are 
several  areas  where  this  lack  of  consensus  poses  problems  in  considering  how 
Medicare  coverage  can  most  effectively  guarantee  that  the  services  are 
provided  cost  effectively  to  those-  in  need.    First,  since  Medicare  covers 
only  therapeutic  services,  consensus  is  needed  regarding  the  distinction  and 
interaction  between  preventive/health  maintenance  services  and  therapeutic 
counselling.    Second,  there  is  a  need  for  clear  delineation  and  integration 
of  the  roles  of  the  visiting  nurse  and  the  registered  dietitian  in  providing 
patient  counselling.    Third,  consensus  is  needed  regarding  the  appropriate 
mix  of  the  dietitian's  educational,  consultative,  and  patient  counselling 
functions. 

A  final  point  should  be  noted.    At  least  a  portion  of  the  need  within  the 
HHAs  arises  from  the  fact  that  many  HHA  patients  with  diet-related  problems 
have  not  received  adequate  nutritional  counselling  and • direction  prior  to 
their  admission  to  the  HHA  service  —  that  is,  from  their  own  physician  and 
from  the  hospital  clinical  dietitian. 
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Both  the  literature  and  Federal  Register  respondents  describe  certain 
inadequacies  in  nutritional  guidance  provided  to  homebound  patients  by- 
sources  other  than  an  HHA  dietitian.    It  is  claimed  that  physicians 
frequently  are  not  as  well  prepared  to  give  dietary  instructions  as  they 
should  be.    However,  for  moderately  well-informed,  mentally  alert,  and  ' 
self-confident  patients,  the  physicians'  dietary  instructions,  with 
appropriate  printed  material,  probably  should  be  all  that  is  needed. 

The  hospital  dietitian  frequently  does  not  have  sufficient  time  and  opportunity 
to  give  adequate  instructions  before  the  inpatient's  discharge.     One  Federal 
Register  respondent  said,  "Often  the  order  for  diet  instruction  comes  when  a 
patient  is  literally  waiting  at  the  door  to  leave."    An  HHA  in  Maryland  whose 
nursing  staff  was  concerned  about  its  nutritional  services  did  a  study  of  166 
patients  discharged  from  the  hospital  with  diet  orders.    It  found  that  only 
28  percent  had  received  instructions  prior  to  discharge.    Other  respondents 
reported  that  diet  instructions  were  mailed  to  patients'  homes  after  their 
discharge.    Other  problems  were:    the  time  is  inopportune  —  when  patient  is 
just  beginning  to  accept  the  fact  of  illness  and  is  suffering  from  anxiety; 
the  hospital  dietitian  does  not  know  the  home  environment;  and  there  is  less 
opportunity  in  the  hospital  than  in  the  home  to  involve  the  principal  caretaker(s ) . 
Expanding  HKA  benefits-  to  compensate  for  these  problems  clearly  would  not  be 
appropriate,  in  that  it  would  do  nothing  for  the  many  other  patients  with  the 
same  problem  who  are  not  admitted  to  the  HHA  service.     A  different  approach, 
beyond  the  scope  of  this  study,  is  needed  to  improve  nutritional  counselling 
for  all  hospital  patients  in  such  need. 
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CHAPTER  3 
********* 


COST-SAVING  EFFECTS  07  REGISTERED  DIETITIANS '  SERVICES 

Medicare,  as  originally  legislated,  was  Intended  to  protect  elderly  persona 
against  the  risk  of  high  cost  acute  illnesses  requiring  expensive 
hospitalizations  and  high  physician  expenses.    Emphasis  was  on  short-term 
hospital  and  physicians'  services,  the  latter  with  deductible  and  coinsurance 
features  intended  to  limit  claims  for  minor  Illnesses,  but  to  cover  more 
fully  the  serious  and  costly  episodes  that  could  Impoverish  many  elderly 
persons.    Recognizing  that  this  restricted  coverage  provided  disincentives 
for  economical  use  of  the  most  expensive  health  care  resources,  coverage  for 
HHA  and  skilled  nursing  facility  (SNF)  services  was  added,  but  was  limited  to 
the  restorative  or  convalescent  stages  of  episodes  of  illness. 

Other  technical  and  nonphysician  professional  services  were  covered  only 
incidental  to  the  short-term  hospital  and  physician  services.    To  limit 
liability,  the  key  guidelines  for  coverage  of  nonphysician  services  were 
"medical  necessity,"  as  determined  by  the  physician,  and  restoration  of  the 
patient  to  his/her  maximum  functional  capacity.    Preventive  and  health 
maintenance  services  and  long-term  chronic  and  custodial  care  were  excluded 
from  coverage. 

Since  the  inception  of  Medicare  in  1966,  legislative  changes  have  gradually 
expanded  Medicare  benefits.    The  rationale  for  many  of  these  expansions  (in 
addition  to  the  belief  that  they  are,  in  fact,  good  patient  care)  was  that 
the  services  are  cost-effective  since  they  allow  patients  to  be  maintained  in 
the  least  expensive  patient-care  setting  and  prevent  or  postpone  the  need  for 
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more  expensive  treatment.    The  least  expensive  setting  for  continued  care  is 
usually  the  home,  and  HHA  coverage  exemplifies  the  cost-effectiveness 
principle  in  expansion  of  benefits.    The  reasoning  behind  this  principle 
appears  logical.    It  has  not  been  possible  to  show,  however,  that  actual 
cost-savings  to  Medicare  have  been  realized  from  HHA  coverage,  or  from  any 
specific  expansion  of  HHA  benefits. 

For  practical  purposes,  both  costs  and  savings  are  viewed  in  this  report  in 
terms  of  Medicare  dollars  only.    That  is,  in  measuring  costs  we  do  not 
include  the  value  of  contributed  services,  other  related  but  noncovered  costs 
incurred  by  or  on  behalf  of  the  patient,  or  societal  costs.  Similarly, 
savings  are  measured  only  in  terms  of  Medicare  expenditures  avoided. 

A.    Cost-Saving  Effects  of  HHAs 

Theoretically,  cost-savings  to  Medicare  from  HHA  services  are  realized 
largely  through  the  "substitution"  effect.    That  is,  the  use  of  HHA  services 
allows  earlier  discharge  of  some  patients  from  hospitals  and  skilled  nursing 
facilities  ( SNFs ) ,  avoids  their  admissions,  or  prevents  their  readmissions. 
To  date,  however,  no  data  have  identified  and  measured  actual  days  of 
inpatient  care  prevented,  or  other  health  services  costs  avoided,  because  of 
the  provision  of  HHA  services.    Similar  methodological  problems  are 
encountered  in  identifying  and  measuring  the  Medicare  costs  induced  by  HHA 
coverage,  e.g.,  provision  of  durable  medical  equipment  for  use  in  the  home, 
substitution  of  HHA  home  health  aide  services  for  care  by  family  members, 
transportation  costs,  and  the  like. 
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Evidence  cited  to  demonstrate  cost-saving  effects  of  HHA  services  generally 
consists  of  comparison  of  HHA  costs  with  the  costs  of  some  type  of  inpatient 
care  over  some  period  of  time.    For  example,  cost-savings  potential  was 
demonstrated  in  a  study  by  the  General  Accounting  Office  (GAO)  of  a  1,609 
sample  of  persons  aged  65  and  over  in  the  Cleveland  area  ("Home  Health:  The 
Need  for  a  National  Policy  to  Better  Provide  for  the  Elderly,"  1977).  That 
study  compared  the  costs  of  caring  for  patients  in  their  homes  with  the 
costs  of  institutional  care  in  intermediate  care  facilities  and  SNFs  for  an 
Ohio  Medicaid  population.    Home  care  costs  included  all  public  agency  costs 
plus  the  value  of  services  provided  by  family  and  friends.    For  90  percent 
of  the  noninstitutional  persons,  home  care  costs  were  below  the  break-even 
point  (the  average  monthly  institutional  costs  of  $458).    Average  agency 
costs  alone  were  well  below  the  break-even  point  for  all  patients  as  shown 
in  the  figure  on  the  next  page. 

This  GAO  study  evaluated  the  cost-savings  potential  using  Medicaid 
institutional  costs.    If  the  comparison  had  been  based  on  Medicare-covered 
inpatient  services  (hospitals  and  SNFs)  rather  than  on  the  lower  cost 
intermediate  and  SNF  care,  the  potential  for  cost-savings  would  have  ap- 
peared greater.    The  study,  however,  shows  two  of  the  methodological  pro- 
blems:    (1)  60  percent  of  the  sample  persons  were  "unimpaired"  to  "mildly" 
impaired  and  another  17  percent  were  only  "moderately"  impaired.    How  many 
persons  in  these  groups  were  at  great  risk  of  being  admitted  (or  readmitted) 
to  an  inpatient  facility,  particularly  for  a  full  month,  with  or  without  the 
HHA  services?    (2)  Among  the  "greatly"  and  "extremely"  impaired,  about  31 
percent  had  no  caretaker  in  the  home,  and  the  agency  would  have  incurred  the 
total  costs  for  home  care,  which  for  some  of  them  would  have  exceeded  the 
break-even  point.    But  for  how  many  and  by  how  much? 
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Implicit  in  these  questions  is  the  difficulty  of  distinguishing  between 
the  "substitution"  effect  of  HHA  services,  which  may  result  in  cost-savings, 
and  the  complementary  effect,  which  results  in  added  but  appropriate  expen- 
ditures since  the  HHA  services  are  appropriate  for  the  patients'  conditions 
even  though  the  patients  would  not  be  institutionalized  without  them.  Thus, 
the  services  may  be  cost-saving  for  a  portion  of  the  HHA's  patients  but  not 
for  the  HHA's  caseload  as  a  whole. 

B.    Cost-Savings  from  Nutritional  Counselling  Services 
These  same  problems  are  encountered  in  attempts  to  measure  the  cost- 
savings  of  any  specific  HHA  service  or  change  in  HHA  coverage  —  in  this 
case,  the  provision  of  direct  patient  counselling  in  the  home  by  the  regis- 
tered dietitian.    No  research  has  been  directed  specifically  toward  the  need 
for  or  the  efficacy,  utilization,  and  costs  of  nutrition  services  provided 
by  HHAs.    Therefore,  we  looked  at  research  efforts  covering  the  outpatient 
population  at  large  to  discover  cost-saving  effects  of  outpatient  nutritional 
guidance.  Most  nutrition  studies  are  directed  toward  the  effectiveness  of 
nutritional  counselling  to  reduce  certain  risk  factors  associated  with  more 
severe  illnesses.    For  example,  numerous  studies  have  found  that  serum 
cholesterol,  hypertension,  obesity,  and  diabetes  are  risk  factors  for 
atherosclerosis,  and  all  are  amenable  to  diet  therapy. 

Some  nutrition  studies  have  succeeded  in  showing  cost-savings  for  patients 
with  diabetes,  in  some  circumstances.    The  best  documented  study  was  conducted 
at  Grady  Memorial  Hospital,  the  primary  teaching  hospital  for  the  Emory 
University  School  of  Medicine,  Atlanta.     At  the  inception  of  the  program  in 
1971,  dietitians  had  only  a  minor  role,  there  was  no  organized  follow-up,  and 


dietary  compliance  was  poor.    For  a  cohort  of  1,221  diabetic  patients  in  the 
Diabetes  Detection  and  Control  Censer,  a  team  approach  including  dietitians, 
nurses,  and  physicians  was  begun  in  1971  and  continued  through  1978,  when  the 
program  was  evaluated.    The  expanded  program  costs  were  2.4-8  times  as  much  as 
the  basic  program  prior  to  the  change,  but  savings  from  discontinuing  the  use 
of  oral  hypoglycemic  agents  and  decreasing  the  use  of  insulin,  made  possible 
by  achieving  compliance  with  the  dietary  regimen,  met  the  costs  of  the- 
expanded  program  plus  50  percent  of  the  costs  of  the  basis  program.  Furthermore, 
the  incidence  of  severe  diabetic  ketoacidosis  in  1978  was  only  24-. 3  percent 
of  the  incidence  in  1971,  and  lower  extremity  amputations  in  1979  were  only 
50  percent  of  those  in  1 973 •    The  researchers  state: 

Decreased  hospitalizations  for  these  problems  ...  has  saved  the 
hospital  more  than  53,700,000  during  the  last  eight  years. 
These  savings  relate  not  only  to  the  change  in  strategy  regarding 
the  expanded  nutritional  care  program  but  even  more  to  the  stra- 
tegy that  initiated  the  team  approach  to  continuing  access  to 
primary  care.* 

Several  other  programs  at  teaching  hospitals  have  had  similar  results, 
although  not  so  well  documented.    For  specially  targeted  populations, 
improved  access  to  care  for  diabetic  patients,  combined  with  nutritional 
education  reinforced  through  the  team  approach,  has  resulted  in  reduced 
incidence  of  ketoacidosis  and  of  lower  extremity  amputations,  resulting  in 
reductions  in  costs  for  hospitalization.    These  programs  sometimes  make  use 
of  nurse  practitioners,  as  well  as  dietitians. 

All  of  these  studies  share  some  methodological-  short-comings. •  Typical- 
ly, they  lack  controls  for  comparison  purposes,  they  fail  to  follow  up  on 

•Davidson,  J.K.,  et  al,  "Spin-off  cost/benefits  of  expanded  nutritional  care," 
Journal  of  The  American  Dietetic  Association  75:3.  September  1979*  ?•  255. 
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patients  who  drop  out  of  the  programs,  and  most  of  them  exhibit  problems  in 
compiling  reliable  cost  and  savings  figures.    A  review  and  evaluation  of 
these  studies  stated: 

Studies  that  provide  data  on  the  direct  costs  of  nutrition  inter- 
vention and  counselling  are  needed.    Most  studies  reviewed  here 
give  such  scanty  information  on  the  degree  of  time  and  effort 
provided  by  the  dietitian  in  nutritional  counselling  that  direct 
costs  would  be  nearly  impossible  to  estimate.     In  addition,  most 
studies  did  not  have  control  groups  to  allow  for  comparisons  of 
outcomes  when  such  counselling  was  not  provided.    Many  had  no 
long-term  follow-up  to  determine  the  impact  of  counselling  on 
adherence.    These  points  of  information  are  needed  for  the  esta- 
blishment of  firm  "conclusions  about  positive  cost/benefit  ratios.* 

Despite  the  lack  of  scientific  research  demonstrating  cost-savings  from 
the  registered  dietitians'  services,  the  Federal  Register  respondents 
provided  substantial  anecdotal  evidence  of  cost-savings  for  some  patients. 
Case  studies  submitted  covered  a  variety  of  diagnoses,  and  many  cases 
involved  multiple  diagnoses,  frequently  including  diabetes,  heart  condi- 
tions, and  wounds  that  fail  to  heal. 

C.  Summary 

It  is  apparent  that,  for  some  patients,  the  direct  clinical  counselling 
by  registered  dietitians,  provided  in  the  home  environment,  can  be  cost- 
saving.    Research  has  shown  cost-savings  from  the  provision  of  skilled 
nutritional  counselling,  but  in  controlled  situations  only,  when  the  ser- 
vices were  provided  to  selected  patient  populations,  by  nultidisciplinary 
teams  that  fully  implemented  coordination,  comprehensiveness,  and  continuity 
of  care  and  good  patient-care  management.     Some  HHAs  could,  in  fact, 
duplicate  these  conditions,  if  they  make  a  concerted  effort  to  do  so. 
However,  the  team  concept  is  generally  not  well  implemented  in  many  HHAs. 

♦Costs  and  Benefits  of  Nutritional  Care,  Phase  I,  "American  Dietetic 
Association,  Chicago,  1979,  p.  54. 
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From  the  evidence  available,  it  cannot  be  concluded  that  cost-savings 
would  result  for  the  HHAs'  caseloads  as  a  whole.    In  addition,  the  pro- 
vision of  cost-per-service  registered  dietitians'  services  in  the  HEA 
would  not  be  cost-saving  to  Medicare  overall.    Although  many  examples 
of  cost-savings  for  individual  patients  can  be  cited,  it  would  be 
impossible  to  administratively  target  the  services  specifically  at  those 
patients. 
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CHAPTER  4 

APPROACHES  TO  HHA  COVERAGE  0?  REGISTERED  DISTITIABS'  SERVICES 


Tvo  options  for  coverage  of  dietetic  services  were  considered  in  this  study: 
(l)  continuation  of  present  coverage  with  reimbursement  through  the  adminis- 
trative/overhead cost  center;  or  (2)  changing  to  coverage  with  reimbursement 
on  the  cost-per-visit  basis.    The  latter  would  require  legislation.  To 
assess  these  approaches,  criteria  relevant  to  nutritional  counselling  services 
in  HHAs  were  defined: 

1.  Direct  patient  counselling  by  the  registered  dietitian  should 

not  substitute  for  or  duplicate  nutritional  guidance  that  can  be  — 
and  currently  is  —  provided  appropriately  by  other  staff  making 
home  visits. 

2.  The  method  of  reimbursement  for  nutritional  counselling  should 
not  diminish  the  consultative  and  educational  activities  currently 
performed  by  the  dietitian  for  other  HHA  staff  who,  in'  their  home 
visits,  may  provide  nutritional  guidance  to  patients. 

3.  The  dietitian's  services  should  be  fully  integrated  with  those 
of  other  HHA  staff,  in  a  team  approach,  to  achieve  the  highest 
possible  level  of  coordination  and  good  patient-care  management. 
This  becomes  especially  important  when  the  services  are  under  a 
contractual  arrangement  with  another  organization  or  with  an 
independent  practitioner. 
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4.  The  method  of  reimbursement  should  allow  —  and,  if  possible, 
promote  —  effectiveness  and  efficiency  of  administration.  This 
includes  quality  assurance,  monitoring  and  surveillance  techniques, 
billing  and  payment  procedures,  and  cost  controls. 

5.  The  method  of  reimbursement  should  be  directed  toward  equalizing 
and  improving  accessibility  and  availability  of  services  nationwide. 

These  criteria  serve  as  the  background  for  considering  the  two  options  for 
coverage  and  their  different  methods  of  reimbursement  to  HHAs. 

OPTION  1:    Retain  present  coverage  for  registered  dietitians  as  consultants, 
as  currently  allowed  under  the  guidelines,  with  reimbursement  to 
HHAs  through  the  administrative/overhead  cost  center. 

Under  this  coverage,  HHAs  include  all  nutrition  costs  in  the  administrative/ 
overhead  cost  center,  which  is  then  allocated  to  the  reimbursable  visit  cost 
centers.    Thus,  the  nutrition  costs  are  reimbursed  as  a  part  of  the  cost-per- 
visit  reimbursement  for  the  services  listed  as  covered  in  the  Medicare  law 
(skilled  nursing,  physical  therapy,  occupational  therapy,  speech  pathology, 
medical  social  work,  and  home  health  aides).    Nutrition  costs,  therefore,  are 
not  identifiable  to  individual  patients,  and  no  billing  and  payment  procedures 
are  required  for  them. 

Advantages :     A  major  advantage  of  this  coverage,  in  terms  of  the  criteria 
listed  previously,  is  that  it  allows  effective  and  efficient  use  of  dietitian 
manpower  while  avoiding  the  negative  effects  of  cost-per-visit  reimbursement 
on  manpower  use  and  costs.     That  is,  it  allows  the  appropriate  mix  of  the 
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dietitians'  educational,  consultative,  and  direct  patient  care  (home  visit) 
functions,  does  not  encourage  substitution  of  the  dietitians'  counselling 
services  for  those  of  the  nurse,  and  does  not  provide  incentives  for 
unnecessary  home  visits  to  maximize  revenue.    In  addition,  the  educational 
and  consultative  functions  contribute  to  the  team  approach  to  "patient 
care  and  the  coordination  of  services,  thus  encouraging  good  patient  care 
management . 

Another  major  advantage  is  the  administrative  simplicity  of  this  coverage 
for  both  intermediaries  and  providers.    Since  no  interim  billing  and  payment 
procedures  are  required,  no  eligibility  queries,  claims  review,  or  monitor- 
ing of  appropriateness  of  services  to  individual  patients  is  necessary. 
In  fact,  no  administrative  procedures  are  required  unless  the  intermediary 
deems  an  HHA's  overhead  cost  center  excessive,  in  which  case  the  provider 
may  be  required  to  document  and  justify  its  consultant  costs. 

Disadvantages :    The  only  disadvantage  to  this  coverage,  which  emerged  in 
this  study  is  that  the  lack  of  a  cost  per  visit  type  reimbursement  has  not 
provided  an  incentive  for  HHAs  to  provide  dietetic  services  to  beneficiaries 
through  the  sole  use  of  registered  dietitians.     Only  about  20  percent  of 
HHAs  retain  registered  dietitians,  and  a  few  additional  HHAs  retain  nutri- 
tionists who  are  not  registered  dietitians.    However,  Medicare  reimburses 
HHAs  for  full  reasonable  costs  of  nutrition  consultants,  unless  the  HHA's 
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costs  exceed  its  reimbursement  limits.  Since  this  report  found  that  approximately 
75  to  80  percent  of  HHAs  had  Medicare  costs  well  below  their  reimbursement 
limits,  other  factors  must  be  inhibiting  HHAs'  use  of  registered  dietitians.  The 
percentage  of  HHAs  which  exceed  the  reimbursement  limits  is  not  expected  to  be 
significantly  affected  by  recent  changes  in  the  way  in  which  the  cost  limits  are 
calculated. 

Cost  controls;  Cost  controls  under  this  coverage  consist  of:  (1)  the  reimbursement 
limits,  which  are  an  effective  restraint  on  HHAs  with  costs  above  or  near  their 
limits;  and  (2)  monitoring  of  the  overhead  costs  by  the  fiscal  intermediaries.  The 
reimbursement  limits  are  an  effective  cost  constraint  on  about  20  to  25  percent  of 
HHAs  (nearly  16  percent  of  HHAs,  which  exceeded  their  limits  in  1981,  plus  an 
additional  5  to  10  percent  with  costs  near  their  limits).  However,  for  the  75  to  80 
percent  of  HHAs  whose  costs  are  expected  to  remain  well  below  their  limits, 
effective  monitoring  of  the  overhead  cost  center  by  the  intermediaries  is 
particularly  necessary  as  a  cost  control. 

Cost  estimate:  Since  this  option  recommends  no  change  in  coverage,  no  additional 
Medicare  costs  for  nutrition  services  would  be  expected  if  this  option  is 
recommended. 

OPTION  2:  Cover  registered  dietitians'  services  on  a  visit  basis,  identical  to  the 
present  coverage  for  professions  specifically  listed  as  covered  in  the 
Medicare  law. 

Under  this  option,  legislation  would  be  required  to  add  dietetics  to  the  list  of 
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covered  services,  which  now  includes  skilled  nursing,   physical  therapy, 
occupational  therapy,  speech  pathology,  medical  social  services,  and  home 
health  aides.     Dietitians'  home  visits  would  be  identifiable  to 
individual^patients  and  reimbursed  on  a  cost-per-visit  basis;  that  is, 
interim  billing  and  payment  procedures  would  be  required.     A  separate 
cost  center  would  be  necessary  for  HHAs  providing  the  services,  and  HCFA 
would  determine  a  reimbursement  limit  annually  for  dietetic  services  as 
it  does  for  other  covered  services  (See  Appendix  C).     The  per  visit 
limits  for  home  health  agencies,  utilized  for  the  cost  reporting  period 
beginning  July  1,  1985,  are  listed  below  in  Table  4.     Thus,  HHAs 
providing  dietetic  services  would  experience  an  increase  in  both  their 
visits  costs' and  their  reimbursement  limit.     Regulation,  administration, 
monitoring  and  surveillance,  billing  and  payment  procedures,  and  the 
annual  post-audit  settlement  procedures  would  all  follow  patterns  already 
established  for  services  covered  on  a  cost-per-visit  basis. 


Table  4 

PER  VISIT  LIMITS  FOR  HOME  HEALTH  AGENCIES 


Type  of 
Visit 


LIMIT S1 


MSA  (NECMA)  LOCATION 


Occupational  Therapy 
Medical  Social  Services 
Home  Health  Aide 


Skilled  Nursing  Care 


Physical  Therapy 
Speech  Pathology 


$53.41 
51.31 
58.09 
54.41 
80.64 
34.61 


NON-MSA  LOCATION 


Occupational  Therapy 
Medical  Social  Services 
Home  Health  Aide 


Physical  Therapy 
Speech  Pathology 


Skilled  Nursing  Care 


58.39 
59.98 
68.64 
65.69 
81.55 
34.11 


1 


The  above  basic  limits  apply  to  cost  reporting  periods 
beginning  07/01/85.     Individual  agency  limits  are 
adjusted  for  provider  location  and  cost  reporting 
period . 
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Advantages ;    This  option  would  provide  the  maximum  Incentive  for  HHAs  to 
retain  dietitians  and  provide  the  services,  thus  improving  the  accessibility 
and  availability  of  the  services  to  patients.    It  would  add  only  slightly  to 
the  administrative  burden  since  all  aspects  of  administration  would  follow 
patterns  already  established.    (A  possible  exception,  discussed  among  the 
disadvantages,  is  that  limiting  payment  to  "medically  necessary"  services, 
excluding  payment  for  services  solely  for  prevention  and  health  maintenance, 
presents  a  special  problem  for  this  profession.) 

Disadvantages ;    This  option  would  be  very  costly  to  Medicare  and  departs 
markedly  from  current  efforts  to  place  less  reliance  on  cost-per-service 
reimbursement  and  more  reliance  on  prospective  rates,  including  capitation, 
for  services  and  other  incentives  for  cost  containment.    Coverage  for  home 
visits  by  dietitians  would  provide  incentives  that  would  be  costly.  It 
provides  incentives  for  HHAs  to  substitute  the  dietitians'  nutritional 
counselling  for  that  of  the  nurses  (even  when  nurses'  skills  are  adequate  for 
those  patients'  needs),  and  to  use  the  dietitians'  time  fully  in  home  visits, 
thus  diminishing  the  educational  and  consultation  activities.    These  tenden- 
cies would  be  costly,  would  not  promote  efficient  and  effective  use  of  . 
manpower,  and  would  weaken  the  coordinated  team  approach  to  dietary  therapy, 
which  contributes  to  quality  of  care  and  cost  effectiveness.    Also,  there  is  no 
scientific  evidence  that  indicates  that  patients  receiving  nutrition  services 
from  dietitians  have  more  positive  outcomes  than  those  served  by  nurses. 

Although,  in  general,  administration  under  this  option  would  create  few 
problems  since  it  follows  existing  procedures,  the  existence  of  the 
preventive /health  maintenance  types  of  nutritional  services  may  create  an 
administrative  problem.    The  very  high  estimates  of  need  found  in  this 
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study  indicate  the  inclusion  of  preventive/health  maintenance  services  in  the 
estimates.  In  monitoring  claims,  it  would  be  extremely  difficult  for  intermediaries 
to  distinguish  between  those  services  and  the  "medically  necessary"  services,  and 
to  disallow  the  former  (when  they  are  the  sole  reason  for  incurred  costs)  and  pay 
only  for  the  latter. 

Cost  controls;  Controls  are  the  same  as  under  Option  1  (the  reimbursement  cost 
limits  and  monitoring  by  intermediaries).  Monitoring  could  be  more  effective  since 
claims  for  individual  patients,  submitted  only  under  this  option,  provide  data  for 
screening  against  guidelines  for  appropriateness  of  services  in  relation  to  diagnosis. 
The  reimbursement  limits,  however,  would  be  less  effective.  They  provide 
incentives  to  keep  the  cost-per-visit  lower  than  the  reimbursement  limit  per  visit, 
but  provide  no  incentive  to  hold  down  the  number  of  visits.  In  fact,  quite  the 
opposite  could  occur.  For  if  the  total  nutrition  cost  exceeds  the  total  nutrition 
reimbursement  limit,  the  HHA  may  be  able  to  remedy  the  situation  by  increasing 
the  number  of  dietitian  visits,  which  may  decrease  its  cost-per-visit  and  increase 
its  total  nutrition  reimbursement  limit. 

Cost  estimate;  Since  data  on  utilization  and  costs  of  HHA  nutritional  services 
were  not  available,  precise  cost  estimates  could  not  be  developed.  However,  we 
were  able  to  develop  assumptions  about  utilization  and  costs  after  reviewing  the 
results  of  the  survey  of  HHAs  conducted  by  the  University  Health  Policy  Center  at 
Brandeis,  responses  to  our  Federal  Register  request  for  information,  Health  Care 
Financing  Administration  data  files,  and  the  views  of  experts  in  the  field.  Since 
none  of  the  above  data  sources  had  complete  or  precise  data,  we  developed 
minimum  and  maximum  cost  estimates.     The  minimum  estimate  is  based  on 
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assumptions  that  50  percent  of  HHAs  will  retain  dietitians,  and  that  35  percent  of 
HHA  patients  will  use  an  average  of  three  dietitian  visits  each.  The  maximum 
estimate  assumes  that  60  percent  of  HHAs  will  retain  dietitians,  and  that  k5 
percent  of  HHA  patients  will  use  an  average  of  three  dietitian  visits  each.  The 
projections  to  fiscal  year  1985  are  based  on  estimates  of  HHA  costs  compiled  by 
the  Office  of  the  Actuary  as  of  July  1983. 

Minimum  estimate  for  1985:  $58.9  million 
Maximum  estimate  for  1985:  $90.9  million 


retain  dietitians,  and  that  35  percent  of  HHA  patients  will  use  an  average 
of  three  dietitian  visits  each.    The  maximum  estimate  assumes  that  60 
percent  of  HHAs  will  retain  dietitians,  and  that  45  percent  of  HHA  patients 
will  use  an  average  of  three  dietitian  visits  each.    The  projections  to 
fiscal  year  1985  are  based  on  estimates  of  HHA  costs  compiled  by  the  Office 
of  "the  Actuary  as  of  July  1983 • 

Minimum  estimate  for  1985:  $58.9  million 
Maximum  estimate  for  1985 i    $90.9  million 
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CHAPTER  5 


RECOMKEKDATIOft 

This  report,  which  analyzed  the  circumstances  and  conditions  under  which 
dietetic  services  should  be  covered  under  the  Medicare  home  health  benefit, 
was  based  upon  information  gathered  from  home  health  agencies  and  from  the 
literature,  experts  in  nutrition,  and  professional  organizations.  Ve 
considered  the  need  for  dietetic  services,  as  well  as  the  cost  and  utilization 
of  this  care.    We  also  compared  the  advantages  and  disadvantages  of  present 
coverage  with  those  that  would  result  from  a  legislative  change  to  include 
dietetics  in  the  list  of  services  specifically  covered  on  a  cost-per-visit 
basis.     As  a  result,  the  Department  recommends  continuation  of  present 
Medicare  home  health  coverage  of  registered  dietitians'  services. 

One  important  reason  for  reaching  this  recommendation  was  our  belief  that 
both  the  incentives  provided  by  cost-per-visit  reimbursement  and  a  lack  of 
consensus  among  professionals  regarding  the  dietitians'  role-  in  home  care 
would  encourage  excessive  utilization  of  home  visits  by  dietitians'.  Although 
specific  individuals  would  benefit  from  the  expanded  coverage,  and  in  some 
cases  decreased  utilization  of  health  care  services  would  result,  we  believe 
that  overall  program  costs  would  increase  and  these  costs  would  not  be  outweighed 
by  the  expected  benefits. 

Current  Medicare  coverage  permits,  to  a  large  extent,  the  substitution  of 
home  health  care  for  hospital  care.    Very  little  evidence  exists  which 
indicates  that  reimbursing  for  registered  dietitians'  home  visits  on  a 
cost-per-visit  basis  would  substantially  increase  this  substitution  effect. 
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We  be!  i  eve  that  present  coverage  is  more  likely  to  result  in  appropriate  allocation 
of  the  services  of  dietitians.  Under  present  coverage  for  nutrition  consultants, 
Medicare  reimburses  HHAs  for  full  reasonable  costs,  unless  the  HHA's  costs  exceed 
its  reimbursement  limits.  This  report  found  that  approximately  75  to  80  percent  of 
HHAs  had  Medicare  costs  well  below  their  reimbursement  limits,  and  so  they  are  in 
a  position  to  offer  additional  nutrition  services.  This  percentage  is  not  expected  to 
be  significantly  affected  by  recent  changes  in  the  way  cost  limits  are  calculated. 
The  fact  that  only  22  percent  of  HHAs  currently  retain  nutritionists  is  a  clear 
indication  that  factors  other  than  concern  about  Medicare  coverage  policy  are 
inhibiting  HHAs  from  expanding  their  services  to  include  broader  nutrition 
coverage. 

In  summary,  this  study  of  registered  dietitians'  services  furnished  under  Medicare's 
home  health  benefit  has  found  that  dietary  therapy  is  an  important  service  for 
many  patients.  However,  there  is  no  consensus  in  the  home  health  field  regarding 
the  specific  benefits  to  patients  with  various  diseases  of  the  registered  dietitian 
vis-a-vis  other  providers  of  nutritional  services  in  the  home.  Medicare's  present 
reimbursement  approach  for  home  health  agency  (HHA)  services  does  not  appear  to 
hinder  the  provision  of  registered  dietitian  services  (except  perhaps  for  those  HHAs 
constrained  by  the  cost  limits).  A  large  percentage  of  elderly  patients  justifiably 
need  dietary  care  but  many,  if  not  most,  are  now  having  their  needs  met  through 
home  health  agencies.  We  believe  that  a  change  in  Medicare's  present  approach  to 
one  of  fee-for-service  (cost  per  visit)  payment  of  registered  dietitians'  services 
could  over-stimulate  demand  and  discourage  the  cost  effective  delivery  of 
services.  The  possibility  of  excess  utilization  under  cost -per -visit  reimbursement 
would  lead  to  the  imposition  of  limits  on  the  number  and  frequency  of  covered 

46 


visits.  Because  little  data  are  available  to  assist  in  the  development  of  these 
limits,  they  would  undoubtedly  meet  with  much  opposition  and  would  be  considered 
arbitrary  restrictions  on  coverage.  For  these  reasons  a  policy  allowing  such  a 
change  in  reimbursement  for  dietary  services  is  ill-advised. 

The  Department  believes  that  a  better  policy  is  fundamental  reimbursement 
reform  involving  a  broad  spectrum  of  health  care  services,  including  registered 
dietitians"  and  other  dietary  services  for  home  care  beneficiaries,  is  needed.  The 
Department  is  developing  and  testing  alternative  home  health  reimbursement 
methods,  including  capitation,  which  will  reward  the  beneficial  and  efficient  use  of 
many  services,  including  dietary  services.  Until  these  methods  are  perfected,  the 
Department  recommends  continuance  of  the  present  Medicare  coverage  for 
registered  dietitians'  services  in  the  home. 


APPENDIX  A 


BIBLIOGRAPHY: 

Assessment  of  Dietetic 
Services  in  HHAs 

NOTE:     The  major  portion  of  this  bibliography  was  compiled  by  staff  at 
the  University  Policy  Center,  Brandeis  University.     It  lists  items,  by 
subject  areas,  relevant  to  the  major  issues  in  the  study  of  dietetic 
services  provided  through  HHAs.    The  subject  areas  are: 

I.    Description  of  the  Dietetic  Profession 

II.    Dietetic  Services  in  Health  Care 

A.  Basic  Texts  and  References 

B.  Relationship  of  Nutrition  to  Specific  Medical  Conditions 
III.     The  Need  for  Nutritional  Counselling 

A.  Elderly  Persons  Needing  Help  with  Modified  Diets 

B.  Nutritional  Status  Assessment 

IV.  Description  of  Nutritional  Counselling  Services 

V.  Effectiveness  of  Counselling  and  Education 

VI.  The  Home  Health  Agency  Industry 

VII.  Assessment  of  Home  Health  Agencies  Under  Medicare 
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I.    DESCRIPTION  OF  THE  DIETETIC  PROFESSION 


This  section  describes  the  origin,  development,  and  content  of  dietetics 
as  a  health  care  profession  and  academic  discipline.    The  development, 
enforcement,  and  acceptance  of  professional  standards,  the  educational 
content,  and  the  specialization  among  dietitians  are  described.    The  role 
of  the  dietitian  in  community  health  programs  and  in  home  care  is 
described. 

American  Dietetic  Association:  Role  Delineation  for  Entry  Level  Clinical 
Dietetics,  1980.    Chicago.    American  Dietetic  Association,  1981. 

 :    Personnel  in  Public  Health  Nutrition.  Chicago. 

American  Dietetic  Association,  1976. 

 :    Position  paper  on  recommended  salaries  and 

employment  practices  for  members  of  the  American  Dietetic  Association. 
J.  American  Dietetic  Association.    78:62,  1981. 

 :    The  dietitian  makes  home  visits.  J. 

American  Dietetic  Association.    79:311.  1981. 

 :    The  dietitian  in  primary  health  care.  J. 

American  Dietetic  Association.    70:587,  1977. 

 :    The  Registered  Dietitian,  Requirements  for 

Dietetic  Registration.     Chicago.    American  Dietetic  Association,  1977. 

Birge,  K.R.,  and  Maxwell,  D.R.:    Home  health  care:    the  dietitian's 
role.     J.  American  Dietetic  Association.    74:47,  1 979 • 

Bogle,  M.L.:    Registration— the  sine  qua  non  of  a  competent  dietitian. 
J.  American  Dietetic  Association.    64:616,  1974. 

Hatten,  A.M.:    The  nutrition  consultant  in  home  care  services. 
J.  American  Dietetic  Association.    68:250,  1976. 

Oiler,  J. A. :    The  dietitian  in  community  health  programs.  J. 
American  Dietetic  Association.    76:267,  1980. 

Weigley,  E.S.:    Professionalism  and  the  dietitian.    J.  American 
Dietetic  Assoication.    74:317,  1979. 
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II.    DIETETIC  SERVICES  IN  HEALTH  CASE 


A.    Basic  Texts  and  References 

These  items  describe  generally  accepted  concepts  and  treatment 
modalities  for  medical  conditions  related  to  diet,  including  programs 
established  to  intervene  in  the  nutritional  problems  of  the  elderly. 

American  Dietetic  Association:    Costs  and  Benefits  of  Nutritional 
Care,  Phase  I.    Chicago.    American  Dietetic  Association,  1980. 

 :    Handbook  of  Clinical  Dietetics.  Chicago. 

American  Dietetic  Association,  1981. 

Frankle,  R.T.,  and  Owen,  A.Y. :    Nutrition  in  the  Community,  the 
Art  of  Delivering  Services.    St.  Louis.     C.V.  Mosby  Co.,  1978. 

Goodhart,  R.S.,  and  Shils,  M.E.:    Modern  Nutrition  in  Health  and 
Disease.    Philadelphia.    Lea  and  Febiger,  1974. 

Natov,  A.B.,  and  Heslin,  J.:    Geriatric  Nutrition.    Boston.  CBI 
Publishing  Co.,  Inc.,  1980. 

Obert,  J.C.:    Community  Nutrition.     New  York.    John  Wiley  and  Sons, 
1978 . 

Robinson,  C.H.,  and  Lawler,  M.R.:    Normal  and  Therapeutic  Nutrition. 
15th  ed.  New  York.    Macmillan,  1977. 

Rockstein,  M. ,  and  Sussman,  M.I.,  (eds.):    Nutrition,  Longevity  and 
Aging.    New  York.    Academic  Press,  1976. 

Williams,  S.R.:    Nutrition  and  Diet  Therapy.     St.  Louis.    C.V.  Mosby 
Co.,  1969- 

Woodruff,  D.S.,  and  Birren,  J.E.:    Aging,  Scientific  Perspectives, 
and  Social  Issues.    New  York.    D.  Van  Noatrand  Co.,  1975. 


B.    Relationship  of  Nutrition  to  Specific  Medical  Conditions 

The  primary  emphasis  of  these  items  is  on  coronary  diseases  and 
diabetes.    Hypertension,  diabetes,  and  obesity  are  shown  to  be 
significant  factors  in  the  development  of  atherosclerosis.  Items 
describe  adverse  effects  of  drugs  on  the  elderly,  benefits  of 
increased  mobility  from  weight  loss,  and  effects  of  nutrition  on 
specific  conditions.     Some  conflicting  judgments  are  found. 

American  Dietetic  Association.    Principles  of  nutrition  and  dietary 
recommendations  for  individuals  with  diabetes  mellitus. 
J.  American  Dietetic  Association.    75:527,  1979' 
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Arthritis  Foundation:    "Arthritis;    Diet  and  "Nutrition"  (pamphlet). 
Atlanta.    Arthritis  Foundation,  n.d. 

 :    Arthritis  and  Nutrition  (mimeo).  Atlanta. 

Public  Education  Department,  Arthritis  Foundation,  n.d. 

Borhani,  N.I. :    Primary  prevention  of  coronary  heart  disease:  a 
critique.    Am.  J.  Cardiol.    40:251,  1977. 

Chiang,  B.N.,  Perlman,  L.W.,  and  Epstein,  F.H.:    Overweight  and 
hypertension,  a  review.    Circulation  59:405,  1969. 

Dahl,  L.K.,  Silver,  L. ,  and  Christie,  R. :    The  role  of  salt  in 
the  fall  of  blood  pressure  accompanying  reduction  of  obesity. 
Nev  England  Journal  of  Medicine.    258:1186,  1958. 

Davidson,  J.K.-:    A  new  look  at  diet  therapy.    Diabetes  Forecast. 
29:14,  1976. 

Kennel,  W.3.:    Status  of  coronary  heart  disease  risk  factors. 
J.  Nutr.  Educ.    10:10,  1978. 

Lamy,  P.P.:    Geriatric  drug  therapy.    Clinical  Medicine. 
81:52,.  1974 .  ^  =-. 

Mann,  G.V.:    Diet-heart:    End  of  an  era.    New  England  Journal 
of  Medicine.    297:644,  1977. 

Hertz,  W.:    Mineral  elements:    New  perspectives.    J.  American 
Dietetic  Association.    77:258,  1980. 

Mutch,  P.:     Intervention  in  atherosclerosis.    Costs  and  Benefits  . 
of  Nutritional  Care,  Phase  I.    Chicago.    American  Dietetic 
Association,  1979« 

Peterson,  D.B.,  and  Vhittington,  F.J.:    Drug  use  among  the 
elderly,  a  review.    J.  Psychedelic  Drugs.    9:25,  1977. 

Reisin,  E. ,  Able,  R. ,  Modan,  M. ,  et  al.:    Effect  of  weight  loss 
without  salt  restriction  on  the  reduction  of  blood  pressure  in 
overweight  hypertensive  patients.    New  England  Journal  of  Medicine. 
298:1,  1978. 

Sims,  E.A.H.,  and  Sims,  D.R. :    No  more  neglect:    People  who  have 
non-insulin  dependent  diabetes  are  finally  getting  the  attention  they 
deserve.    Diabetes  Forecast.  July- August  1981. 

Stamlen,  J.:  Dietary  and  serum  lipids  in  the  nultif actorial  etiology 
of  atherosclerosis.    Arch.  Surg.     115:21,  1978. 

Van  Itallie,  T.B.:    Obesity:    Adverse  effects  in  health  and 
longevity.    American  Journal  of  Clinical  Nutrition.    52:2725,  1979- 

Vilber,  J. A.:    The  role  of  diet  in  the  treatment  of  high  blood 
pressure.     J.  American  Dietetic  Association.    80:25,  1982. 
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III.    THE  NEED  FOR  NUTRITIONAL  COUNSELLING 


Fart  A  of  this  section  includes  studies  shoving  that  a  substantial 
proportion  of  the  elderly  are  on  or  need  modified  diets  and  discussing 
the  perceived  problems  associated  with  a  lack  of  adequate  counselling. 
The  second  part  reviews  a  number  of  surveys  of  nutrient  intake  by  the 
elderly.    Although  there  are  problems  with  the  methodologies  of  these 
surveys,  many,  not  all,  show  deficiencies  among  elderly  and  low- income 
groups. 

A.  Elderly  Persons  Needing  Help  with  Modified  Diets 

Butler,  R.:    Diet  Related  to  Killer  Diseases,  711,  Nutrition:  Aging 
and  the  Elderly.    Hearing  before  the  Select  Committee  on  Nutrition 
and  Human  Needs  of  the  United  States  Senate,  September  23,  1977. 
Washington.    Government  Printing  Office,  1977. 

Beck,  A. A.:    Michigan  Aging  Citizens,  Characteristics,  Opinions, 
and  Service  Utilization.    Michigan  Office  of  Services  to  the 
Aging,  1975. 

Kaufman,  M. :    The  many  dimensions  of  diet  counselling  for  the 
diabetic.    American  Journal  of  Clinical  Nutrition.    15:45,  1964..  . 

Templeton,  C.L. :    Nutrition  counselling  needs  in  a  geriatric 
population.    Geriatrics.    33:59,  1978. 

B.  Nutritional  Status  Assessment 

Agriculture  Research  Service,  U.S.  Department  of  Agriculture: 
Food  Intake  and  Nutritive  Value  of  Diets  of  Men,  Women,  and 
Children  in  the  United  States.    Preliminary  Report.  Washington, 
D.C.,  1967. 

Barrows,  C.H.,  and  Roeder,  L.M. :    Nutrition.    Handbook  of  the  Biology 
of  Aging.     C.E.  Finch  and  L.  Hayflick,  eds.     New  York.  Van 
Nostrand  Rheinhold  Co.,  1977. 

Barry,  P.,  D'Amico,  R. ,  Hill,  A.,  et  al.:    Research  Issues  Related 
to  Community  Services  and  the'  Elderly.    Washington,.  D.C.    The  Urban 
Institute,  1977. 

Davidson,  C.S.,  Livermore,  J.,  Anderson,  P.,  and  Kaufman,  S.  The 
nutrition  of  a  group  of  apparently  healthy  aging  persons.  American 
Journal  of  Clinical  Nutrition.    10:181,  1962.- 

Fry,  P.C.,  Fox,  H.M. ,  and  Linkswiler,  H. :    Nutrient  intakes  of 
healthy  older  women.     J.  American  Dietetic  Association.    42:218,  1963. 

Hankin,  J.H.,  and  Antomattci,  J.C.:    Survey  of  food  service 
practices  in  nursing  homes.    American  Journal  of  Public  Health. 
50:1137,  I960. 
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Lebovit,  C,  and  Baker,  A.:    Food  Consumption  cf  Older  Households 
in  Rochester,  N.Y.    Home  Economics  Research  Report  No.  25.  Consumer 
and  Pood  Economics  Research  Division,  Agricultural  Research  Service. 
Washington.    U.S.  Department  of  Agriculture,  1965. 

McGandy,  R.B. ,  Barrows,  C.H.  Jr.,  Spanias,  A.,  et  al.:  Nutrient 
intakes  and  energy  expenditure  in  men  of  different  ages.  Journal 
of  Gerontology.    21:581,  1966. 

Shaeffer,  A.E.:    Report  to  the  U.S.  Senate  Select  Committee 
on  Human  Needs,  Hearings,  Nutrition  and  Human  Needs,  National 
Nutrition  Survey,  Part  3,  p.  763-817.    April  1970. 

Skillman,  T.G.,  Hamuri,  G.T.,  and  May,  C. :    Nutrition  in  aged. 
Geriatrics.    15:464-,  I960. 
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VII.     ASSESSMENT  OF  HOME  HEALTH  AGENCIES  UNDER  MEDICARE 


Periodic  assessments  of  problems  encountered  in  administration  of  the 
Medicare  HHA  benefits  have  been  published  over  the  years  by  Government 
agencies.     Some  publications  have  attempted  to  provide  guidance  to  remedy 
the  problems.    The  items  listed  here  represent  a  mixture  of  these 
approaches. 
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Table  31 


Total  Medicare  Reimbursements,  Reimbursements  for  Home  Health  Services, 
and  Number  of  Home  Health  Visits  Under  Medicare,  Calendar  Years  1969-1980 


 (in  Millions)  ;  

Total  Medicare  Home  Health  Agency       .  Home  Health 

Reimbursements  1/   Reimbursements  1/    Visits  

Percent  of 

Percent  Percent        all  Medicare  Percent 


Year 

Amount 

Change 

Amount 

Change 

Reimbursements 

Number 

Change 

1969 

S  6,284.0 

$  8i.l 

1.29 

8.5 

1970 

6,772.4 

7.8 

62.7 

-22.7 

•  93 

6.0 

-29-9 

1971- 

7,486.9 

10.6 

57.2 

-  8.8 

.76 

4.8 

-20.5 

1972 

8,217.1 

9.8 

66.2 

15.7 

.81 

5.2 

9.2 

1973 

9,637.8 

17.3 

93-3 

40.9 

•  97 

6.4 

22.4 

1974 

11,920.1 

23.7 

138.6 

48.6 

1.16  . 

7.9 

23-4 

1975 

14,749-3 

23.7 

214.9 

55.1 

1.46 

10.8 

37.0 

1976 

17,939-5 

21.6 

296.7 

38.1 

1.65 

13.6 

26.4  ' 

1977 

21,108.9 

17.7 

370.6 

24.9 

1.76 

15-8 

16.2  . 

1978 

•  24,424.0 

15-7 

442.8  ■ 

19-5 

1.81 

17.6 

11.4 

1979 

28,340.3 

16.0 

541.3 

22.3 

1.91 

19-9 

13-3 

1980 

33,904.6 

19-6 

662.1 

22.3 

1.95 

22.4 

12.4 

SOURCE:    Health  Care  Financing  Administration,  unpublished  data.     Amounts  are  for  year 
in  which  expenses  were  incurred  based  on  bills  processed  through  December  1981. 
Thus,  data  for  most  recent  years  are  less  complete  than  data  for  earlier  years. 


1/    The  reimbursement  amounts  shown  are  based  on  interim  payment.    These  amounts  are 

adjusted  after  the  end  of  each  provider's  accounting  year  on  the  basis  of  reasonable 
costs  of  operations.  Retroactive  reimbursements  are  excluded  from  the  data  in  these 
tables . 

.2/    Comparative  data  for  years  prior  to  1969  not  available. 
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Table  B2 

Number  and  Percentage  Distribution  of  Home  Health  Agencies, 
by  Type  of  Ownership,  1974,  1978,  and  1982 


Type 

Number 

! 

Percent 

Number 

Percent  i 

Number 

Percent  ! 

TOTAL 

!  2,222 

100.0  ! 

2,496 

100.0  | 

3,415 

100.0 

Visiting  Nurse  Association 

541 

24.3  ! 

503 

20.2  ! 

520 

15.2  j 

Governmental/ governmental 
voluntary- combined 

1  1,324 

59-6  i 

1,285 

51.5  ! 

1,287 

37.7  j 

Hospital-based 

244 

11.0  ! 

281 

11.3  ! 

481 

14.1  ! 

Proprietary 

1/ 

1/ 

81 

3.2  | 

471 

13-8  ! 

Private  nonprofit 

1/ 

1/  | 

309 

12. A  j 

587 

17.2  ! 

Other2./ 

113 

5.1 

37 

1.5  ! 

69 

2.0  '! 

SOURCE:    Medicare  HHA  Provider  file.    The  count  of  providers  varies  from  month  to 
month.    Therefore,  the  number  of  HHAs  for  1982  in  this  report  may  vary, 
depending  on  the  month  in  which  the  count  was  taken. 


1/  Too  few  in  1974  to  tabulate  separately;  included  in  "Other"  category. 
2/    Includes  HHAs  operated  by  SNFs,  rehabilitation  facilities,  etc. 
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Table  B3 

Selected  HHA  Utilization  and  Charge  Data  for  Medicare  Beneficiaries,  1982 


Persona  Served  Visit  Charges     Average  Visit  Charges 

Number                        Amount                   Per  Person  Per 
Type  of  Agency  (OOP)         Percent       (OOP)  Percent     Served  Visit 


TOTAL 

957. 4 

100.0 

5734,718 

100.0 

$  767 

$33 

VNAs 

376.9 

39-4 

244,102 

33.2 

647 

29 

Governmental/Voluntary 

16.2 

1.7 

9,777 

1.3 

605 

32 

Governmental 

173-5 

18.1 

94,189 

12.8 

543 

26 

Hospital-based 

113.8 

11.9 

92,088 

12.5 

809 

38 

Proprietary 

61.7 

6.4 

60,580 

8.2 

981 

38 

Private  nonprofit 

201.6 

21.1 

233,619 

30.4 

1,109 

39 

Other 

13.7 

1.4 

10,343 

1.4 

755 

32 

SOURCE:    Medicare  claims  file,  1982 
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Table  B4 

HHAs  Providing  Nutritional  Services,  by  Type  of  Facility  1982. 


Total 

HHAa 

HHAs  With 

Nutritional 

Services 

Type  of  HHA 

Number  ! 

Percent 
Distri- 
bution  ! 

Number  1 ' 

Percent 
Distri- 
bution 

Percent 
!  of  Total  | 
HHAs 

Percent  with: 
Salaried  Contracted 
Staff  Staff 

Total 

!  3,258 

100.0$ 

726 

100.0$ 

22.3 

75.8$ 

24.2$ 

VNA 

516 

15.8 

106 

14.6 

20.5 

77.4 

22.6 

Governmental 

1,275 

39-1 

180 

24.8 

14.1 

78.3 

21 .7 

Kospital-based 

458 

14.1 

189 

26.0 

41.3 

74.6 

25.4 

Proprietary 

387 

11.9 

60 

8.3 

15.5 

76.7 

23-3 

Private  nonprofit 

!  564 

17.3 

177 

24.4 

31.4 

72.9 

27.1 

Other 

!  58 

1 .8 

14 

1.9 

24.1 

78.6 

21.4 

SOURCE:  Medicare 
month. 

HHA  Provider  file. 
Therefore,  the  number 

The  count 
of  HHAa 

of  providers  varies  from  month 
for  1982  in  this  report  may  vary 

to 

depending  on  the  month  in  which  the  count  was  taken. 
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Table  B5 


Distribution  of  Home  Health  Agencies  by  Geographic  Area  and 
Type  of  Control,  U.S.,  as  of  February  1982 


! Govern- 

!Hospital- i 

Proprie- 

i Private  j 

Total 

!  VNA 

mental  1/ 

!    Based  ! 

tary 

iNonnrofit! 

Other  2/ 

i  Number 

i 

New  England  ! 

290 

!  194 

43 

!  25 

10 

j  j 
15  ! 

3 

Middle  Atlantic 

304 

95 

78 

!    86  ! 

12 

23-1 

10 

East  North  Central  ! 

475 

88 

210 

!    65  ! 

32 

74     ■  ! 

6 

West  North  Central  ! 

390 

23 

241 

!  62 

16 

35 

13- 

South  Atlantic 

489 

29 

168 

!  40 

86 

!    155  ! 

11 

East  South  Central 

437 

1  5 

257 

!    37  ! 

46 

89  ! 

3 

West  South  Central 

393 

11 

166 

!  28 

96 

87 

5 

Mountain  1 

179 

22 

70 

!  40 

23 

20 

4 

Pacific  I 

261 

48 

38 

!  72 

66 

34  ! 

3 

-otal 

!  515 

1271 

'     A  EC  ' 

i  455 

i     532  ( 

58 

Percentage  D 

istributiori 

by  Area 

! 

New  England 

9.0 

37.7 

3-4 

5.5 

2.6 

\        2.3  ! 

5.2 

Middle  Atlantic 

9.4 

18.4 

6.1 

!  18.9 

3.1 

4.3'  ! 

17.2 

East  North  Central  ! 

14.8 

17.1 

16.5 

!  14.3 

8.3 

13.9  ! 

10.3 

West  North  Central  j 

12.1 

!  4.5 

19.0 

!  13-6 

4.1 

!       6.6  ! 

22.4 

South  Atlantic  ! 

15.2 

5.6 

13-2 

8.8 

22.2 

29.1  ! 

19.0. 

East  South  Central  ! 

13.6 

;  i.o 

20.2 

;    8.1  I 

11.9 

16.7  ! 

5.2 

West  South  Central 

12.2 

2.1 

13.1 

!  6.2 

24.8 

16.4  ! 

8.6 

Mountain  ' 

5.6 

4.3 

5.5 

8.8 

5-9 

i       3.8  ! 

6.9 

Pacific  j 

8.1 

9-3 

3.0 

!  15.8 

17.1 

6.4  ! 

5.2 

1 00  0 

!  100.0 

[  100.0 

!  i  oo  o 

100.0 

!    100.0  \ 

T  00  O 

Percentage  Distri 

bution  by  1 

ype  of  Control 

New  England 

100.0  . 

66.9 

14.8 

8.6 

3.4 

!       5.2  ! 

1.0 

Middle  Atlantic 

100.0 

31.3 

25.7 

!  28.3 

3-9 

7.6  ! 

3.3 

East  North  Central  ! 

100.0 

18.5 

44.2 

!  13.7 

6.7 

15-6  ! 

1.3 

West  North  Central  ! 

100.0 

5.9 

!  61.8 

!  15.9 

4.1 

!     9.o  ! 

3.3 

South  Atlantic 

100.0 

1  5.9 

34.4- 

8.2  ! 

17.6 

31.7  ! 

2.2 

East  South  Central 

100.0 

1.1  ' 

58.8 

!    a. 5  ; 

10.5 

20.4  ! 

0.7 

West  South  Central  ! 

100.0 

2.8 

!  42.2 

•!  7.1 

24.4 

22.1  ! 

1.3 

Mountain 

100.0 

12.3 

39.1 

!  22.3 

12.8 

11.2  ! 

2.2 

Pacific 

100.0 

18.4 

!  14.6 

!  27.6 

25.3 

13-0  ! 

1.1 

Total 

i 

100.0 

i  16.0 

i 

39.5 

!  14.1 

12.0 

16.5  ! 

i  i 

1.8 

SOURCE:     Medicare  HHA 

Provider 

file.  The 

count  of 

providers  varies  fr 

om  month  to 

month.    Therefore,  the 

number  of 

HHAs  for 

1982  in  this  report  may  vary, 

depending  on 

the  month 

in  which 

the  count 

was  taken. 

1/    Includes  combined  government/voluntary 
2 1    Includes  Rehab,  SNF,  and  other 

fi2 
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CURRENT  HOME  HEALTH  AGENCY  COVERAGE 


The  alternative  approaches  to  HHA  coverage  for  services  of  registered 
dietitians  in  this  report  must  be  based  on,  and  compatible  with,  the  current 
coverage  provisions  for  these  providers.    The  following  description  of  current 
HHA  coverage  is  presented  to  assist  in  evaluating  those  alternatives. 

A.    Eligibility  and  Benefits 

To  be  eligible  for  reimbursement  for  HHA  services,  a  Medicare  benefi- 
ciary must  be  under  the  care  of  a  physician,  confined  to  the  home,  and  in 
need  of  intermittent  skilled  nursing,  physical  therapy,  or  speech  pathology 
services.    Beneficiaries  who  are  receiving  at  least  one  of  these  three 
"qualifying"  services  are  then  also  eligible  for  payment  for  occupational 
therapy,  medical  social  services.,  home  health  aide  services,  and  nonroutine 
medical  supplies  and  medical  appliances . 

In  all  cases,  a  physician  determines  a  beneficiary's  needs  for  all 
services,  which  are  provided  under  a  written  patient-care  plan.    The  plan 
is  reviewed  and  updated  periodically  by  the  patient's  physician,  who 
retains  responsibility  for  overall  direction  of  the  patient's  care.  This 
function  may  not  be  performed  by  a  physician  retained  by  or  with  a  financial 
interest  in  the  HHA. 

Services  of  health-care  professions  not  specifically  named  in  the 
legislation  (e.g.,  dietitians  or  nutritionists,  psychologists,  respira- 
tory therapists)  are  not  reimbursable  on  a  visit  or  cost-per-service  basis. 
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However,  if  an  HHA  employs  or  contracts  for  these  practitioners  to  provide 
consultation  or  educational  and  other  activities,  a  share  of  the  costs 
proportionate  to  its  Medicare  workload  may  be  included  in  the  administrative 
or  overhead  costs  allocated  to  Medicare.    These  costs  are  then  recovered  in 
the  HHA' s  visit  charges  to  Medicare. 

Recent  legislation  removed  several  deterrents  to  Medicare  benefi- 
.    ciaries'  use  of  HHA  services.    All  cost-sharing  by  beneficiaries  (deduct- 
ible and  coinsurance)  was  removed,  and  the  limitation  on  number  of  visits 
was  eliminated.    In  addition,  the  prior-hospitalization  requirement  under 
Part  A  was  deleted. 

B.    Certification  Provisions 

The  HHAs  providing  covered  services  must  be  certified  by  designated 
State  agencies  as  meeting  the  requirements  for  participation  under  Medicare. 
To  be  certified,  the  HHA  must  provide  skilled  nursing  service  and  at  least 
one  other  Medicare-covered  professional  service.     Practitioners  whose 
services  are  covered  on  a  visit  basis  must  have  professional  qualifications 
specified  in  the  Medicare  regulations.     Consultants,  either  salaried  or 
under  contract,  are  not  subject  to  this  requirement.    (That  is,  the  HHA's 
"nutritionist"  consultant  need  not  be  a  registered  dietitian.) 

Until  1981,  proprietary  agencies  had  to  be  licensed  by  a  State  to 
qualify  for  certification  and  therefore  could  become  certified  only  in 
the  24  States  that  had  HHA  licensure  programs.    P.L.  96-588  deleted  the 
licensure  requirement,  and  certification  for  proprietary  agencies  became  the 
same  as  for  other  agencies. 
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Recent  legislation  made  HHA  coverage  under  Part  A  (hospital  insur- 
ance) and  Part  B  (supplementary  medical  insurance)  identical.  Benefits 
are  currently  reimbursed  from  the  Part  A  Trust  Fund  except  for  the  few 
beneficiaries  (about  1.4  percent)  who  are  enrolled  for  Part  B  only  and 
whose  benefits  must  be  reimbursed  from  the  Part  B  Trust  Fund. 

Interim  reimbursement  to  HHAs  is  through  the  routine  Medicare  fee-for- 
service  billing  system,  with  Medicare  Part  A  intermediaries  processing 
both  Part  A  and  Part  B  claims.    The  intermediary  is  responsible  for 
verifying  the  beneficiaries*  eligibility  and  for  screening  the  claims  for 
appropriateness  of  both  the  services  (in  terms  of  medical  necessity)  and 
the  charges.     Interim  payments  cover  reasonable  direct  costs  for  each  type 
of  covered  HHA  visit,  plus  a  share  of  the  allocated  overhead  expense. 
Nutrition  costs  are  included  in  that  allocated  expense. 

At  the  end  of  the  fiscal  year,  the  interim  payments  are  subject  to  a 
final  post-audit  settlement  based  on  the  HHA's  actual  cost  experience. 
The  intermediary  is  responsible  for  determining,  through  either  field 
audit  or  desk  review  of  the  HHA's  annual  cost  report,  that  costs  reported 
can  be  documented  and  are  proper,  reasonable,  and  limited  to  allowable 
costs  for  providing  covered  patient  care.    A  recent  improvement  in  the 
annual  cost-accounting  function  was  effected  with  the  design  and  introduction 
of  a  uniform  cost-reporting  form,  which  participating  HHAs  are  required  to 
use.     It  will  allow  greater  effectiveness  and  precision  in  the  auditing 
and  should  provide  comparable  information  from  all  HHAs  about  the  cost 
of  services. 
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HHAs  in  the  past  have  been  entitled  to  select  the  intermediary  of 
their  choice  to  handle  their  claims,  or  they  could  choose  to  deal  directly 
with  HCFA.    Generally,  HHA  claims  are  a  very  small  proportion  of  the 
intermediaries'  workload,  providing  them  only  a  limited  experience  base  for 
their  monitoring  functions;  they  tend  to  concentrate  their  monitoring  and 
surveillance  activities  on  hospitals  and  skilled  nursing  facilities,  where 
the  potential  cost-savings  are  greater.    The  resulting  inefficiencies  were 
addressed  in  the  Omnibus  Reconciliation  Act  of  1980  (P.L.  96-499),  which 
required  that  HCFA  designate  regional  intermediaries  to  handle  all  HHA  claims, 
in  the  interest  of  greater  efficiency  and  uniformity  in  applying  guidelines, 
reviewing  claims,  making  payments,  performing  audits,  and  other  administrative 
tasks . 

D.    Reimbursement  Limits 

In  the  final  settlement,  the  HHA's  aggregated  reimbursement  is  subject 
to  a  limit  which  is  computed  using  "caps"  for  each  type  of  service  adjusted 
for  location  (standard  metropolitan  statistical  or  rural  area),  a  wage  index, 
and  a  "market  basket"  inflation  factor.    Prior  to  October  1982,  separate  reim- 
bursement limits  were  calculated  for  hospital-based  and  freestanding  HHAs. 
The  Tax  Equity  and  Fiscal  Responsibility  Act  of  1982  (P.L.  97-248),  however, 
requires  that  a  single  reimbursement  limit  be  used  for  all  HHAs,  but  allows 
hospital-based  agencies  an  add-on  factor  to  compensate  for  the  effects  on 
them  of  Medicare  cost  allocation  requirements.    For  cost  reporting  periods 
beginning  on  or  after  July  1,  1985,  the  cost  limits  are  applied  to  the  incurred 
costs  of  each  discipline  rather  than  to  the  aggregate  cost  of  all  disciplines. 
While  the  reimbursement  is  still  essentially  cost-based ,  this  system  functions 
as  a  limited  prospective  payment  system  for  services  by  specified  disciplines. 


67 


The  costs  of  nonroutine  medical  supplies  and  medical  appliances  are 

reimbursable  on  a  billed,  fee-for-service  basis.    These  items  are  reimbursable 
if  they  are  of  types  not  routinely  furnished  in  conjunction  with  patient-care 
visits,  and  are  identifiable  to  an  individual  patient,  furnished  at  the  direction 
of  the  patient's  physician,  and  specifically  identified  in  the  patient-care  plan. 
These  costs  must  be  identifiable  and  accumulated  in  a  separate  cost  center,  which 
is  not  included  in  the  HHA's  aggregated  reimbursement  limit.     The  costs  of 
medical  supplies  routinely  furnished  in  conjunction  with  patient-care  visits  are 
included  in  the  visit  charges  and  are,  therefore,  subject  to  the  cost  limits. 
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Appendix'  D 


Statement  Submitted  by  the  American  Dietetic  Association 
In  Response  to  Notice  of  Study  in  Federal  Register  Issue 

of  December  31,  1981 
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APPENDIX  D 

Scateaenc  Submiceed  by  the  American  Diecetic  Association 
in  Response  Co  Notice  of  Study  in  Federal  Register  Issue 

of  December  31.  1981 


(Printed  in  Journal  of  The  American  Dietetic 
Association,  Volume  80,  May  1982,  p.  464-72.) 
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Comments  related  to  a  study  of 
method*  for  improving  coverage  of 
Registered  Dietitians'  services 
provided  by  home  health  agencies1 


Executive  rammer? 

The  American  Dietetic  Associauon  (ADA)  believes  that 
Title  XVIII  of  the  Social  Security  Act  should  be  amended 
to  include  coverage  of  the  services  of  a  Registered 
Dietitian  in  providing  nutrition  care  as  s  component  of 
home  health  care.  This  would  reduce  the  number  of 
people  requiring  acute  care  and  as  such  would  contribute 
to: 

1.  An  increase  in  physical,  mental,  and  social  well* 
being  of  people,  so  that  thev  may  schieve  and  main* 
lain  productive  and  independent  lives. 

2.  A  relief  in  the  strain  on  the  nations  health  care 
(especially  long-term  care)  delivery  system. 

3.  A  decrease  in  the  escalating  rate  of  health  care  coats. 

Although  1.7  to  2.7  million  people  are  in  need  of  home 
services,  only  300.000  to  500.000  actually  receive  such 
services.  Additionally,  20  to  40  percent  of  the  nation's 
nursing  home  residents  rotiid  l»e  eared  tor  at  home  if 
adequate  nervier*  were  nvuilublc  (ol  The  ADA  estimates 
that  the  likely  dctiuim!  for  nutrition  services  would 
include  at  least  ooe-luilf  of  thin  large  croup  of  individual* 
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whose  needs  are  not  being  met  or  who  could  be  returned  to 
the  community. 

This  estimate  is  based  on  the  results  of  a  brief  survey 
conducted  by  ADA  as  to  the  number  of  home  health  ch- 
eats currently  requiring  therapeutic  or  modified  diets. 
The  average  was  62  percent.  The  most  common  condi- 
tions of  these  clients  were  cardiovascular  disease,  diabe- 
tes, renal  failure,  hypertension,  decubiti.  and/or  various 
forma  of  malnutrition.  The  evidence  to  date  suggests  that 
dietary  factors  bear  heavily  on  the  prevalence  of  arterio- 
sclerotic disease,  diabetes,  hypertension.  liver  disease, 
obesity,  and  dental  canes  (2l  it  has  been  estimated  that 
34.2  percent  of  the  population  over  65  suffer  from  dia- 
betes, 51.8  percent  suffer  from  heart  conditions,  arid  33 
percent  have  hypertension  (7.8L  "This  is  the  Medicare 
population  ...  it  is  thr  croup  in  which  rcimbun»ahle 
nutrition  services  under  the  Medicare  pro  pram  can  be 
most  cost  effective"  (8k 

Additionally,  the  survey  revealed  a  large  percentage  of 
cancer  victims  wito  require  instruction  frum  a  dietitian  in 
order  to  maintain  nutntionnl  status,  minimize  protein- 
calorie  deficiency,  and  allow  for  optimal  response  to 
therapies. 

The  llexistercd  Dictitinn  (R.D.)  is  uniquely  qualified 
to  proride  nutrition  servient  to  homeUumd  clients.  Hv 
definition,  the  R.D.  is  a  erndiuile  of  an  nrcrvdiied 
baccalaureate  decree  program,  plus  an  uiicnudup  or 
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equivalent  experience,  who  has  surrt-«*fully  completed 
the  Ht  i  iiiniiiMi  t'isaiinsliiin  Air  Dietitians and  maintains 
eoctttnuinc  education  rwfuiremcnta.  As  wt  January  25. 
1982.  there  ore  44.09?  members  nf  ADA.  of  whom 
33,075  are  K.D.s.  Tlie  ADA  ensures  quniity  practice  via 
iu  accreditation  and  credentialing  program*  and  its 
stringent  academic  and  clinical  educational  standard*. 
The  ADA  also  maintains  a  tjuaiitv  Assurance  Commit  ice. 
which  develops  standards  of  practice  for  all  areas  of 
dietetics  and  educates  the  membership  -on  the  develop- 
ment of  quality  assurance  systems  such  as  PSROs  and 
peer  review* 

Toe  ADA  proposes  that  HCFA  set  a -reimbursement 
limit  of  SS3  per  visit  by  a  Registered  Dietitian  to  provide 
DStfttiasi  services.  Ve  suggest  reimbursement  criteria 
which  would  include  prescription/ request  for  nutrition 
services  by  a  physician,  and  provision  of  nutrition 
services  bv  or  under  the  supervision  of  a  Registered 
Dietitian.  We  recognise  that,  in  some  cases,  the  client's 
nutritional  needs  can  and  should  be  met  by  other  staif  at  a 
lower  east.  However  the  R.D.  can  and  should  provide  the 
following  services  relative  to  home  health  care:  nutrition 
assessment,  nutrition  care  plan,  nutrition  care  imple- 
mentation, inservice  education  of  nursing  staff  and  home 
health  aides,  and  consultation  with  other  team  memoers 
to  meet  the  clients  nutritional  needs.  Additionally,  the 
dietitian  is  skilled  in  client  and  family  counseling,  and 
can  instruct  the  clients  friend/family  member  to  help 
meet  the  client's  nutritional  needs,  thus  obviating  the 
need  for  additional  and  more  costly  services. 

Examples  of  potential  cost  savings  which  could  be 
realized  by  providing  nutrition  services  by  Registered 
Dietitians  in  the  home  are: 

•  Reducing  need  for  rehospitalization  because  of  malnu- 
trition (eg.,  oncology  patient),  uncontrolled  diabetes, 
and  so  forth. 

•  Delaying  kidney  dialysis  treatment. 

•  Permitting  earlier  discharge  of  patients  with  parenteral 
or  enteral  feedings. 

The  ADA  has  some  cost/benefit  data  which  are  pre* 
senled  in  the  body  of  and  in  the  appendixes  to  its  com- 
ments. However,  the  need  for  statistically  significant, 
prospective  cost/benefit  studies  is  well  documented 
within  the  Association.  The  newly  created  ADA  Council 
on  Research  is  expected  to  address  locating  funding  and 
clinical  sites  to  test  the  AD  As  cost/benefit  research 
protocol. 

Backoroaod 

ROLE  Or  NCTTtmO*  IN  HEALTH  AND  DISEASE.  Science 
continues  lo  elucidate  the  vital  role  that  nutrition  plays  in 
health.  The  Surgeon  Generals  ltcpurt.  Promoting  Healthy 
Preventing  Disease:  Objeettvrt  /or  the  Nation  (lu  ui  firms 
that: 

Adtwruaie  intakrs  of  of  f  iwrrr  and  of  rtMctitiid 

nutrient*  are  necca— ry  lor  wuutarutrr  raiea  of  pv»«lt  and 


development,  phvsiral  activitv.  leawasaetton.  Usaati— . 
reewvrry  imm  illiwwi  twl  mpir%  and  Twimnwim  o( 

hr.mhit  llirraieh  llie  liCrrvelc  UHicita  of  emmuai  nwmoma 
or  merry  tourer*  can  irmt  to  **mT*i  mwtii*.  unm^i  <m 
uuvatulitir*  ami  incfowi  MMc-roubduy  to  other*.  In  1 1 
sive  or  iiu|>pivoriaie  conMini|Miun  of  mm  nutrients  may 
eontnuuie  to  adverse  conditiona. 

Dietary  factors  are  thought  to  bear  heavily  on  the 
prevalence  of  arteriosclerotic  disease,  diabetes,  hyper- 
tension, liver  disease,  obesity,  and  dental  canes.  These 
dietary  factors  include  overconsumnuon  of  fat.  generally, 
and  saturated  fax  in  particular,  as  well  as  cholesterol, 
sugar,  sail,  and  alcohol  (21  Significant  research  findings 
are  reported  in  the  literature  with  respect  to  the  role  of 
these  nutrients  in  disease.  An  excellent  resource  discuss 
ing  The  Evidence  Relating  Six  Dietary  Factors  to  the 
Nations  Health"  can  be  found  in  Appendix  A. 

Recent  research  continues  to  demonstrate  the  impact  of 
nutrition  intervention  in  heart  disease  and  hypertension. 
A  major,  well-designed  studv  conducted  in  Oslo.  Norway, 
among  1.200  men  is.  to  date,  the  best  evidence  that 
controlling  the  amount*  of  fat  snd  cholesterol  in  the  diet 
can  reduce  the  chances  of  heart  attack  i3L  Further,  an 
article  appearing  in  the  current  issue  of  the  Journal  of  The 
American  Dietetic  Association  (Appendix  B)  concludes 
that  "the  evidence  that  sodium  restriction  is  an  effective 
therapeutic  tool  in  controlling  hypertension  is  convinc- 
ing." 

Dietary  studies  directed  specifically  at  the  elderly 
population  have  shown  that  deficiencies  of  iron,  calcium, 
riboflavin,  thiamin,  ascorbic  acid,  and  vitamin  A  are 
common.  Grotkowski  and  Sims  (Appendix  C)  report  that: 

Factors  contributing  to  low  nutrient  intakes  include  phvat- 
eal  and  biologic  stales  associated  with  aging,  eeononuc 
constraint*,  and  psyehosociai  condition*  which  may  ac- 
company chances  ot  life  style,  t,g>.  widowhood  and 
isolation  from  mends.  In  Addition,  some  researchers 
believe  that  low  educational  levels  and  lack  of  numuonal 
knowledge  may  also  cotiinbuie  to  maiautriuoo.  it  has  been 
postulated  that  attitudes  toward  diet  have  a  more  direct 
influence  oa  eaung  behavior  than  does  knowledge. 

HISTORY  OF  PUBLIC  POLICY  STANCE.  The  mission  of  The 
American  Dietetic  Association  (ADA)  is  to  provide 
direction  and  leadership  in  achieving  quality  dietetic 
practice,  which  promotes  and  maintains  health  and 
faciliuiies  recovery  from  illness.  Since  1969,  the  Associ- 
ation has  been  involved  in  the  public  policy  arena  with  a 
goal  of  supporting  optimal  health  for  Americans  by 
promoting  quality  nutrition  services.  The  ADA  has 
adopted  u  policy  statement  supporting  the  premise  that 
nutrition  services  under  the  supervision  of  quaiilicd 
nutrition  personnel  should  be  a  component  of  all  health 
snd  health  related  programs  and  should  1«  designed  lo 
rench  the  total  population,  with  priority  lo  Mich  nutri- 
tionally vulnerable  group*  as  infants,  children,  and  youth 
in  the  r.ruwmp;  years,  women  in  the  chiidi>eaniig  years, 
and  the  older  population. 

Wth  the  lulveul  of  Medicare,  recognition  wus  given  to 
the  role  of  nutrition  in  recovery  (mm  tllnrs*  llirvnirh  the 
provision  for  nutrition  service*  by  qualitied  professionals 
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in  hospital*  and  lonp-term  care  facilities.  Sueii  provisions 
were  not.  hnwrvei.  included  for  thtme  receiving  awt  in 
the  home  setting.  Nutrition  services  are  not  reimburs*- 
blc  and  tiie  cu*u  muai  be  *i>«orbcd  under  administra- 
tion. llecau»c  this  han  limited  lite  number  of  agencies  that 
can  oiTer  service,  it  is  not  general!*  available  in  the 
agency  and.  tinder  the  law.  not  available  in  any  home 
setting.  Therefore,  under  current  late  if  a  physician  feci* 
that  it  is  imperative  that  a  Medicare  patient  receive 
nutrition  counsel  inc.  that  patient  muat  remain  in  the 
hospital  or  long-term  care  facility  to  receive  thia  service, 

The  ADA  strongly  beiievea  that  nutrition  aervicea 
should  be  available  to  the  homeuound  Medicare  client 
and  that  these  service*  should  be. provided  by  Registered 
Dietitians.  The  Registered  Dietitian  (R.D.)  ia  uniquely 
qualified,  through  -education  and  experience,  to  render 
nutrition  care.  To  use  a  professional  whose  major  empha- 
sis in  training  is  other  than  nutrition  significantly  in- 
creases the  potential  for  errors  in  interpretation  of  data, 
for  inefficiency,  and  possibly  for  more  visits  being 
required—all  of  which  raise  expenditures. 

\ve  have  emphasized  our  posiuon  to  public  policy 
makers  since  1973.  when  ADA  recommended  the  inclu- 
sion of  home  nuthuon  services  in  proposed  Medicaid 
regulations  to  implement  Tide  XDL  In  1974.  ADA 
provided  written  testimony  to  be  entered  in  the  records  of 
""Barriers  to  Health  Care."  hearings  conducted  by  Senator 
'Edmund  Muskie.  Chairman.  Subcommittee  on  Health. 
Special  Committee  on  Aging.  Thai  same  year.  Senator 
George  McGovem.  Chairman  of  the  Select  Committee  on 
Nutrition  and  Human  Needs,  introduced  amendments  to 
S.  3286  (Kennedy-Mills  National  Health  Insurance) 
which  would  have  covered  home  nutrition  services  by 
R.D.s  and  identified  dietitians  as  physician  extenders. 

Twice  in  1975,  ADA  expanded  on  its  views  before  the 
House  Subcommittee  on  Health  ("vTays  and  Means).  In 
1976.  we  urged  the  House  Subcommittee  on  Oversight 
("TOrys  and  Means)  to  repeal  the  exclusion  of  nutrition 
counseling  as  a  covered  service:  at  the  time,  we  estimated 
that  if  5  percent  of  all  home  health  visits  were  performed 
by  R.D.s,  the  total  gross  costs  of  these  visits  would  be  So 
million.""" 

Three  bills  proposing  that  nutrition  counseling  be 
covered  under  Title  XV1I1  (Medicare)  were  introduced 
in  1979:  H.R.  335  (FishC  H.R.  533  (Lehman),  and 
H.R.  729  (HocL  Later  that  year,  we  again  provided 
testimony  before  the  House  Subcommittee  on  Health 
(Ways  snd  Means)  in  the  context  of  an  amendment  to  be 
made  to  the  Social  Securitv  Act.  There  are  five  bills 
currently  before  the  Conirrm*  which  would  (in  no:  H.R. 
2l4(Dunc.snl  H.R.  31S (Hansen).  H.R.  505 (Roel  H.R. 
1332  (Lehman),  and  H.R.  4305  (Hammerschmidtl 
Thus,  the  legislative  precedent  for  our  argument  lias  been 
set. 

the  nr.ctsTEnrn  otrnTUN:  oiiaufications.  Be- 
ginning in  1«»2(».  dietitians  were  rrquired  by  the  ADA  to 
have  a  bachelor*  ilerrcc  plus  a  Ms-month  dietetic  intern- 
ship («re  Ap|Miuhi  1),  "1'uiffMi.nuilisntiini  mid  the 
dietitian-)  (41  |n  iy.IV.  sue  mn.  were  untuned  and 


became  the  haais  far  the  accreditation  of  the  clinical 
training.  Ily  1932.  these  minimum  auuuiarda  were  recug- 
nixed  by  the  American.  College  of  Surgeons  and  die 
American  Hoapiud  A**ociauon.  Tnu*.  memliership  in 
the  Association '  became,  in  the  professional  world, 
synonymous  with  the  defimuon  of  a  dietitian. 

The  minimum  requirements  for  an  ADA  dietitian  have 
evolved  over  the  years  and  are  currently:  a  baccalaureate 
degree  from  an  accredited  college  or  university  which 
meets  current  academic  requirements  of  The  American 
Dietetic  Asaooauoa.  an  internship  or  comparable  experi- 
ence, and  endorsement.  The  minimum  academic  require- 
ments are  detailed  in  Appendix  E. 

Since  1975.  the  Commission  on  Accreditation  of  the 
ADA  has  been  designated  by  the  U.S.  Office  of  Education 
as  the  nationally  recognised  accrediting  agency  for 
coordinated  undergraduate  programs  in  dieteues  and  for 
dietetic  internships.  The  Council  on  Post-secondary 
Accreditation  (COPA)  has  also  designated  the  Commis- 
sion to  accredit  coordinated  undergraduate  programs. 

In  1969,  ADA  launched  a  voluntary  pro  tram  of 
professional  registration,  designed  to  promote  continuing 
competence  of  dietitians,  guaranteed  by  evidence  of  self- 
improvement  through  continuing  education.  Thus,  the 
concern  of  the  profession  for  the  health,  safety,  and 
welfare  of  the  public  was  evidenced  by  encouraging  hich 
standards  of  performance  by  dietetic  practitioner*.  At 
this  time,  requirements  for  registration  were:  iai  member- 
ship in  The  American  Dietetic  Association,  (bi  successful 
complexion  of  a  written  examination,  (c)  annual  payment 
of  a  registration  fee.  and  (a)  completion  of  75  dock  hours 
of  continuing  education  every  five  years.  (See  Appendix 
F,  "Registration— -the  sine  qua  non  of  s  competent 
dietitian,"  for  further  details.) 

Registration-—  ADA 's  form  of  certification— -has  pro- 
vided the  professional  dietitian  with  a  legally  protectable 
designation.  "R.D.  (Registered  Dietitian). "  By  definition, 
the  R.D.  is  a  graduate  of  an  accredited  baccalaureate 
degree  program,  plus  en  internship  or  equivalent  experi- 
ence, who  has  successfully  completed  the  Registration 
Examination  for  Dietitians  and  maintains  continuing 
education  requirements. 

In  1976.  registration  became  independent  from  mem- 
bership in  ADA.  Today,  registration  is  directed  bv  the 
Commission  on  Dietetic  Registration,  an  administratively 
independent  certifying  component  of  the  legally  incorpo- 
rated parent  organization  (ADA).  Current  requirements 
for  registration  consist  of  eligibility  (education.  experi- 
ence, endorsement),  examination,  fees,  and  continuing 
education.  These  are  further  outlined  in  Appendix  G, 
"The  Registered  Dietitian:  Requirements  for  Registra- 
tion." 

The  Commisftion  on  Dietetic  Registration  was  granted 
membership  in  the  National  Comnii*Aion  for  Health  Cer- 
tifying Agencies  (N'CHCA)  in  l'>ft0.  NC1ICA  was 
founded  in  1977  through  the  effort*  of  many  organiza- 
tions, including  Tin*  Ameririm  Dietetic  A*MM*nition. 
NCIICA*  puip"'*4'  is  lo  establish  national  aiantlitnl*  tor 
certifying  hudie*  iluii  mi  I  est  to  the  mni|teiencr  ut  individ- 
uals who  participate  in  the  health  care  delivery  nyniem,  l« 
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grant  reenenitism  lu  certityin*  lawfics  that  voluntarily 
•ppiv  ami  meet  the  established  standards,  and  lu  monitor 
the  •dn'-rrnce  to  lhr*»»  ^lamuird*  bv  u«f  eertifving  Iwwties 
which  it  has  nroenitei  Advantages  lu  iNCI  1CA  metnl>cr- 
•hip  iiM'iiNir  a*  m  ptanew  lw  prMlf-wnn*.  Mate  and  federal 
authorities,  enaxduvers  and  third-nan  y  payers,  ami—to 
an  extent  the  Commission  hopes  is  increasing— die 
general  public:  and  recuenition  that  the  members  ccnifi- 
catton  proerarn  »  comprehensive,  rigorous,  and  generally 
excellent.  The  membership  criteria  encompass  so  many 
aspects  of  the  eemiication  process  that  attaining  all  of 
them  is  a  tremendous  achievement  (Sk 

SUTO.Y  or  MAJWUVtA.  As  of  January  25.  1982.  there 
are  44,697  mesnbers  of  The  American  Dietetic  Associa- 
tion, Of  these  members.  35.075  are  Registered  Dieti- 
tians. Additionally,  there  are  1.661  Registered  Dietitians 
who  are  not  members  of  ADA. 

A  data  base  resulting  Crocs  a  1981  Membership  Census 
will  be  retrievable  by  the  beginning  of  February  1982.  A 
sample  of  the  information  which  will  be  available  is 
contained  in  Aopendix  K.  Data  will  be  available  in 
response  to  HCFAs  request  of  January  22  and  for  any 
future  needs. 

QUALITY  ASSSBAftCE.  Quality  practice  has  been  an 
objective  of  the  Association  since  its  beginning  in  1917. 
This  is  evidenced  in  previous  discussions  about  the 
mission  of  the  Association,  its  stnngent  academic  and 
clinical  educational  standards,  and  its  accreditation  and 
credentialing  pro  crams. 

Added  emphasis  was  placed  on  quality  assurance  with 
the  advent  of  PSRO  legislation  in  1972.  In  order  to  assist 
dietitians  with  the  establishment  of  quality  assurance 
mechanisms,  tbe  Executive  Board  of  The  American  Die- 
tetic Association  appointed  a  Professional  Standards 
Review  Committee  in  1973.  Its  charge  was  to  disseminate 
information  to  the  membership  relative  to  the  provisions 
of  the  P5R0  act  which  included:  the  documentation  of  the 
standards  of  quality  care  as  defined  in  individually  owned 
institutions,  the  development  of  guidelines  to  permit  self- 
evaluation,  identification  of  peer  review  instruments,  and 
the  responsibility  of  encouraging  the  membership  to 
participate  in  local  PSROs.  The  documents  found  in 
Appendix  I  were  prepared  in  response  to  this  charge  and 
describe  the  history,  philosophy,  legislation,  terminology, 
basic  procedures,  and  formats  commonly  used  in  devel- 
oping quality  assurance  systems. 

The  IYofcs*ienai  Standards  Review  Committee  has 
recently  been  renamed  the  (Quality  Assurance  Committee, 
and  is  working  on  developing  standards  of  practice  fur  all 
areas  of  dietetics.  'Quality  assurance  in  ambulatory  nu- 
tritional care"  (Appendix  J)  uiUlrc*»cs  efforts  which  are 
being  made  to  develop  national  standards  for  ambulatory 
nutritional  care. 

NectU  ■Met— wit 

It  has  tx*en  commuted  that  uIiImmikIi  1.7  to  2.7  million 
people  ure  ta  need  of  home  wrvii-m,  only  .UX).(MK)  to 
500,000  actually  nx-eive  such  scrviees.  Additionally,  20 


to 40  percent  of  the  nation's  nursing  home  residents  could 
be  cared  for  at  home  if  adequate  services  were  available 

I6L 

NKF.n  POK  SKnvtCES  IN  KKLATtON  TO  MKTMCAL  DIACNtW»3. 
The  ADA  estimate*  tliat  the  iikelv  demand  for  nutrition 
services  would  include  at  least  one-hall  of  this  larce  croup 
of  individuals  whose  needs  are  not  being  met  or  who  could 
be  returned  to  the  community. 

This  estimate  is  based  on  a  brief  survey  of  the  average 
percentage  of  clients  currendy.  requiring  therapeutic/ 
modified  diets  (62  percent:  N  -  18  Agencies  with  about 
75.000  clients)  in  home  health  care  agencies  which 
employ  dietitians.  The  majority  of  the  clients  requiring 
special  diets  had  cardiovascular  disease,  diabetes,  renal 
failure,  hypertension,  decubiti.  and/or  various  forms  of 
malnutrition.  A  therapeutic  diet  plays  a  vital  role  in 
recovery  or  health  maintenance  of  clients  with  these 
disorders. 

In  addition,  the  survey  revealed  a  large  percentage  of 
cancer  victims,  who  were  receiving  instruction  t'rom  a 
dietitian,  height  loss  is  a  frequent  occurrence  in  oncol- 
ogy patients  and  can  be  attributed  to  anorexia,  malab- 
sorption, chemotherapy,  radiotherapy,  and  other  factors. 
Efforts  must  be  made  to  design  diet  therapies  that  will 
satisfy  individual  taste  and  consistency  preferences,  and 
promote  adequate  intake.  It  is  important  to  develop 
techniques  for  producing  behavior  that  will  encourage  the 
patient  to  maintain  his/her  nutritional  status  and  mini- 
mize protein-calorie  deficiency  to  allow  for  optimal 
response  to  therapies. 

Other  disorders  noted  in  the  survey  included  respira- 
tory diseases,  fractures,  gastrointestinal  problems,  cere- 
brovascular accidents,  allergies,  alcoholism,  ulcers,  and 
severe  handicaps.  A  small  percentage  of  clients  required 
intravenous  hyperalimentation  or  enteral  or  parenteral 
nutrition.  Dietary  counseling  (e.g..  for  stroke  victims 
with  swallowing  difficulties)  is  required  for  many  of  these 
cases.  For  further  information  on  nutrition  interventions 
indicated  for  specific  diagnoses,  the  reader  is  referred  to 
Appendix  K,  Handbook  of  Clinical  Dietttia, 

TARGET  POPULATION.  Although  not  all  clients  need  nu- 
trition services  provided  in  the  home,  many  clients  do 
need  the  assistance  of  a  dieutian.  including: 

1.  Those  whose  conditions  have  just  been  diagnosed  and 
for  whom  a  therapeutic  diet  is  prescribed  as  pan  of 
their  treatment. 

2.  Those  who  must  make  major  diet  changes  (eg.,  a 
diabetic  who  has  just  hod  a  heart  attack!. 

3.  Those  who  have  been  assessed  as  requiring  assistance 
(e.g.,  a  malnourished  person  on  u  fixed  income  w1k> 
needs  instruction  nod  diet  modification  to  incrrase 
protein  and  caloric  intakcL 

4.  Those  wliu*e  disease  svmptom*  recur  due  to  poor 
comprehension  of  their  diet  (common  problems:  hypo- 
and  hyperglycemia,  cticina.  rnpid  weight  loani. 

5.  Hiu.tc  who  have  I*  en  rei erred  l»v  u  hospital/nursing 
home  dietitian  upon  dischurge  Inrni  these  facilities. 
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6.  Those  whose  physician  ha*  requested  i  nutrition 
consultation,  but  who  hare  no  access  to  facilities  due 
to  inadequate  transr*ination/inability  10  travel  long 
distances. 

somas  NEEDED 

Dinet  client  tenncex  A  Registered  Dietitian  should  be 
retained  to  provide  the  following  services  to  homebound 
clients: 

Nutrition  assessment.  Both  initial  and  follow-up 
ssssassneatt  should  be  provided,  to  include:  nutrition/ 
diet  history  (and  access  to  medical  history,  social  profile, 
laboratory  data),  anthropometric  data  (eg.,  height/ 
weight,  triceps  skinfold  measurement L  physical  assess- 
ment (eg.,  oven  signs  of  nutritional  deficiencies;  mental 
alertness:  food  preparation  equipments. 

Nutrition  care  star..  Includes  identification  of  short- 
and  long-term  goals,  delineation  of.  treatment  modalities 
(eg..  Lherapeuuc  diet,  pureed  foods t  and  education 
plans,  establishment  of  procedures  for  implementation  of 
the  rrutnuon  care  plan  leg.,  training  of  home  n cairn  aide 
to  feed  stroke  victim  L  ongoing  information  gathering 
(eg.,  communication  with  client),  and  evaluation  of  ef- 
fectiveness of  intervention. 

Nutrition  care  implementation.  Includes  individu- 
alized diet  instruction  (e.g..  acceptable  ethnic  food 
substitutions  for  diabetic  exchanges),  nutrition  education 
(eg.,  assisting  family  to  encourage  client  compliance 
with  diet;  see  Appendix  L.  "The  relationship  of  family 
structure  and  interaction  to  nutrition"),  meal  planning 
assistance,  monitoring  ar.-t  verification  (e.g..  assuring 
that  a  home  health  aide  has  prepared  the  proper  meal), 
documentation,  follow-up  care  and  referral  (eg.,  to 
Meals-on- Wheels). 

Internet  education/ training/ consultation 

Training  of  home  health  aides.  Should  include  in- 
struction on  basic  assessment  (eg.,  watching  client  for 
weight  gain/loss  and  informing  health  team  members  u 
observation  of  and  sensitivity  to  client  nutrition  needs 
(eg.,  offering  assistance  if  client  has  difficulty  using 
utensils),  principles  of  meal  planning  for  clients  on 
regular  diets,  pnncipies  of  meal  preparation  (eg.,  cook- 
ing methods  to  conserve  nutrients,  avoiding  food-bome 
illnesses L  shopping  techniques  (eg.,  how  to  read  ingre- 
dient labels  and  nutntion  information,  how  to  obtain 
adequate  nutntion  on  s  restricted  budget  L 

Continuing  education  for  and/or  consultation  with 
nursing  staff.  Although  the  Registered  Nurse  does 
possess  nutrition  education  skills,  the  types  of  clients 
served  by  home  health  facilities  often  have  multiple 
problems,  including  numerous  dietarv  restrictions,  eco- 
nomic difficulties,  cultural  food  preference**,  and  food 
patterns  baaed  on  psychological  or  other  fuctnrs.  Given 
that  the  nurse  make*  more  home  visits  than  anv  other 
skilled  professional,  the  ADA  recommend*  that  regular 
continuing  education  and  periodic  consultation  a* 
needed  he  provided  l»v  the  Itegialrrod  Dietitian  tor  all 
nuroiug  Muff.  Kuimple*  ol  topic*  wlueh  should  lie 
•ihlrrmrri:  treatment  of  iliiibrliea.  nephrotics,  gastroin- 
testinal clients;  client*  who  cumiot  or  will  not  eat; 
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malnourished  or-  elderiv  clients:  nutrition  assessment 
techniques;  combating  food  fads  and  nutntion  nuatiuor-  * 
mation;  food -drug  interactions. 

Development  of  educational  materials.  The  dietitian 
is  uniquely  qualified  to  develop  educational  materials  for 
use  by  nursing  staff,  home  health  aides,  and  clients,  on 
topics  such  a*  techniques  of  fuud  purchasing,  food  prep- 
aration, and  feeding.  The  dietitian  also  possesses  the 
expertise  necessary  to  evaluate  existing  and/ or  purchased 
educational  materials  for  nutritional  accuracy. 

Consultation  with  other  team  members.  In  addition 
to  regular  contact  with  nursing  staff  and  home  health 
aides,  the  dietitian  should  have  access  (and  vice  versa)  to 
other  professional/' paraprofessional  staff  as  needed  (eg., 
consultation  with  physician  to  discuss  clients  diet, 
consultation  with  physieal/oeeupationai  therapists  to 
discuss  clients  feeding  and  nutrition  needsL 

For  further  information  on  the  types  of  services  pro- 
vided by  Registered  Dietitians,  the  reader  is  referred  to 
Appendix  M,  Role  Delineation  for  Entry  Level  Clinical 
Dietetics- 1 980;  Summary  and  Final  Documents, 

TIME' REQUIRED  TO  PROVIDE  NECESSARY  SERVICES.  It  is 
difficult  to  quantify  this  element  due  to  the  variety  of 
contributing  factors  involved.  Tne  time  spent  by  the 
dietitian  may  vary  depending  upon  the  complexity  of  the 
client's  diet,  the  intellectual  ability  of  the  client,  the 
attitude  of  the  client  and  his/her  family,  social  and 
economic  barriers,  and  so  forth.  On  the  average  based  on 
dau  from  over  100  dietitians  who  have  been  involved  in 
home  care,  the  initial  visit  and  assessment  should  take  60 
to  90  minutes,  diet  mstniction/'meal  planning  30  to  60 
minutes,  and  follow-up  visits  30  minutes.  Time  estimates 
include  travel  (assuming  s  reasonable  distance)  and 
record  keeping. 

ADDITIONAL  vrrvs.  Although  some  nutrition  counsel- 
ing can  and  should  be  done  by  the  nursing  staff,  the 
knowledge  and  experience  of  the  Registered  Dietitian 
should  be  coordinated  with  the  nursing  service  and  other 
therapists  if  a  true  multidisciplinary  approach  to  the 
clients  care  is  to  be  achieved. 

Many  clients  need  more  in-depth  guidance  on  dietary 
needs  than  the  nurse  can  provide.  A  sizable  proportion  of 
clients  receiving  care,  at  home  require  a  phvsician- 
prescribed  therapeutic  diet.  Early  discharge  from  the 
hospital  or  nursing  home  can  result  in  a  lack  of  full 
comprehension  of  the  diet  instruction.  Stress  factors 
(eg.,  a  new  diagnosis)  csn  interfere  with  learning  at  the 
time  of  the  cri>is.  For  some  families,  the  requirements  of 
diet  modification— -along  with  the  relative  problems  of 
food  purchasing  and  preparation— are  unfiling.  fnmtrnt* 
ing.  nnd  cost  i  v.  Careful,  considerate  counseling  on  wavs 
of  adapting  the  new  meal  pattern  to  the  client  and  the 
family  eating  pattern,  life  style,  and  food  budget  is 
requirrd  no  llint  the  diet  can  function  cflertivelv  in 
therapy.  At  home,  the  client  is  more  relaxed,  less 
nntioiiH.  and  more  inclined  to  ai»k  qucaiino*  alnait  lun/her 
diet,  and  the  dietitian  is  IxMler  able  to  iwww  the  client!* 
food  supplies,  preparation  equipment,  nnd  capabilities. 


ADA  lUrmrt. 


Thinv-nve  percent  of  older  oeonir  Wring  in  the  com- 
munity  have  hypertension;  20  pen-em  have  heart  candi- 
Hon*.  Many  cuntiiuwu  cnawaoa  unonj  d»e  aged  are 
linked  with  other  e»»raiitions  «e.c.  iliaixrtes  mar  he 
associated  with  peripheral  band  ve-wel  disease,  which 
requires  rood  foot  care,  but  rental  impairment,  common 
in  elderir  diabetica,  makes  saeb  care  difficult:  limited 
mobility  due  to  arthritis  may  can  pound  the  problem  l 
Thus,  health  mons tonne  and  health  maintenance  for  the 
elderir  are  moat  effective  when  •  eomprencnatve,  mte- 
{rated  system  of  services  ia  pnwaJcd  (7% 

Special  dies  mar  be  ntuwr  far  people  with  diabe— . 
heart  aawsaa,  or  hvpertrnissn  Diets  of  elderir  pcooie  em 
■ore likely  te  be  ill  ftrii  iM  iacaicna.  one  end  fibec  far 
examph  thaa  thoae  of  the  net  of  the  popuiauea.  Iksse 
sad  aeeil  oiteraoooo  in  eider  ample  nar  diasnush  enjey 
men!  of  food,  creatine  drtTwtihwa  in  MUsrVtnc  numtieeal 
in  tib  And  ahaanee  of  iceth.  pmbbaaa  with  deaaaraa,  aed 
gum  disease  eaa  make  the  stmnuoa  «mt 
Man*  elderly  people.  thcretbre.  need  a  ranee  of  icmccj  ■ 
dietary  ruidance.  eve  care,  feet  care,  uental  care*  sad 
social  assistance,  aa  well  as  raeuae  medical  cant  iTl 

Some  of  the  objectives  of  borne  health  visits  from  a 
Registered  Dietitian  are:  to  help  clients  with  chrome, 
diet-related  achieve  control  of  their  teamen, 

avoid  hospitalization  and  t  caoapitilizadon.  and  lead 
seemingly  normal  lives:  to  hep  clients  ioae  wmgnt  and 
achieve  mobility;  to  speed  the  healing  of  bedsores:  to  help 
restore  the  client  to  a  positive  sate  of  health:  and  to  asatst 
the  client  and  his/her  t'amiiy  in  managing  his/her  specific 
nutritional  needs. 

Including  nutrition  services  among  the  covered  borne 
health  services  could  help  a  reduce  some  prolonged 
hospital  and  skilled  nursing  home  confinements.  The 
elderly  are  the  most  likely  to  need  lone-term  care  services 
of  any  kind.  This  ia  the  very  papulation  that  finds  it  most 
difficult  to  understand  a  modified  diet  and  to  learn  to  live 
with  it 

In  dosing  this  section  of  oar  comments.  ADA  would 
■  like  to  quote  a  portion  of  the  statement  made  in  1979 
before  the  House  Health  Subcommittee  (Ways  and 
Means)  by  Helen  Cusaek.  aen  Associate  Executive 
Director  of  the  Visiting  None  Service  of  New  York. 
representing  the  Council  of  Home  Health  Agencies  and 
Community  Health  Services: . 

Ue  support  the  Addition  of  nuontson  services,  wnen  pro- 
vided bv  s  Reentered  Dieuusa,  aa  *  reimbursable  home 
health  benefit. 

A  recent  study  conducted  by  the  National  teatiiutea  of 
Heshh  states  that  "one  of  aw  kev  causes  of  mental 
aberrations  in  the  ehleriv  is  malnutrition."  Another  stuev 
compiled  bv  the  actect  Goowiwnre  on  Acinc  in  1977  states 
that  34.2%  of  the  population  ewr  sKr  nrc  ut  OO  veers  staler 
from  diobrtes  tan  «-n«lnm«*  tpquinnt  numiioaal 

intcrventioul  «nile  5  l.K*>  mutter  liwn  b«-«n  cmwiiiKWM  oad 
another  12. 3^  fawn  hvpi  m-i  aa.  Thin  i»  the  M«-dir»ie 
population  ami  we  tuilantt  that  it  t*  litis  croup  in  wturh 
ret  nsHenui  1  ilc  nuirsuno  m  men  arairr  lite  Moiicare  pro- 
exam  can  he  moot  coM^ilccuoe  (Hi 

Financing  nntritiewa  mt*  if  n  as  bom*  Iwalta  earn 
Ucnlth  care  tiiiaitcinc.  baa  received  a  peat  deal  of  public 


attention  in  recent  years  due  to  the  spsralling  costs  of 
hospitalization  and  especially  long-term  care.  The  preb* 
ban  will  be  exacerbated  bv  the  vear  2000,  -when  the 
population  over  65  yean  of  see  will  double  due  to  the 
"haiiv  brawn"  generations  influx  into  this  a—  group,  lie 
the  vcar  2030.  there  will  be  over  55  million  people  in  the 
U.S.  age  63  or  over  t*M  1 1  However,  given  the  achieve* 
menu  in  preventive  health  care  since  1900  (eg.,  better 
nutrition,  immunization,  pasteurization  of  milk,  im- 
proved sanitation,  infectious  disease  control)  and  the 
cut  cut  trend  of  people  to  reduce  their  own  risk  fact  ore 
(evg..  smoking  cessation:  alcohol  rnoderatract:  good  diet, 
sleep,  and  exercise  habitat,  it  seems  likely  that  future 
generations  of  older  people  will  reap  the  benefit*  of  these 
preventive  measures  and  require  less  i  nsdtutkmalizat  ion. 
It  ia  todays  elderiy  population  that  must  be  provided 
services — the  1.000.000  who  reside  in  nursing  homes 
and  the  43  percent  with  some  activity  Itrnxtaoons  {71 

Obviously,  alternatives  to  skilled  nursing;  care  for  these 
people  must  be  and  are  being  sougnt  by  public  poiiey 
makers.  The  problem  ia  that  there  is  little  or  no  financial 
incentive  for  the  elderiy  and  disadvantaged  to  seek 
alternatives  to  skilled  care.  A  recent  CAO  resort  de- 
scribes the  issue  succinctly:  Medicaid,  which  foots  the 
Largest  snare  of  the  nations  nursing  home  bill  currently 
uses  eligibility  policies  which  create  financial  incentives 
for  using  nursing  homes  rather  than  conmmnrry  senrieea 
such  as  home  health  care  (121 

It  is  well  known  that  whenever  a  new  service  ia 
reimbursable,  the  demand  for  the  service  increases. 
However,  proponents  of  home  health  initiatives  recognize 
that  the  initial  eoata  engendered  by  the  new  demand 
would  be  more  than  offset  by  the  long-term  benefits  in 
terms  of  health  care  coats  averted.  Several  pilot  demon- 
stration projects  described  in  the  GA0  report  resulted  in 
more  individuals  being  able  to  remain  in  the  community 
at  lower  costs  (12V 

REIMBURSEMENT  CRITERIA.  The  ADA  is  also  concerned 
about  the  rising  costs  of  health  care,  and  thus  proposes 
that  the  following  criteria  be  met  before  nutrition  services 
in  home  health  care  are  reimbursed  under  Medicare/ 
Medicaid: 

1.  Nutrition  services  must  be  provided  by  or  under  the_ 
supervision  of  a  Registered  Dietitian.  A  Registered 
Dietitian  is  a  graduate  of  an  accredited  baccalaureate 
degree  program,  plus  an  internship  or  equivalent 
experience,  who  has  successfully  completed  the  Reg- 
istration Examination  for  Dietitians  and  maintains 
continuing  education  requirements,  in  some  cases, 
the  clients  nutritional  needs  can  and  should  be  met  by 
other  staff  at  a  lower  coat  (eg.,  a  nurse  trained  bv  the 
dietitian  can  provide  normal  nutrition  counselinc  as 
part  of  a  scheduled  nkillcd  nursing  visit,  and  a  home 
health  aide  can  be  trained  to  provide  feeding  assist- 
ance!. 

2.  Nutrition  services  shouUl  be  prescribed  or  requested 
by  a  physician. 

3.  Nutrition  services  should  be  provided  by  a  Registered 
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Dietitian  when  another  health.  profeaaionnl  (physi- 
aaa.  Bone,  dieuuan)  lias  referred  lite  client  to  a 
dietitien- 

4.  A  contract  should  be  executed  between  the  Registered 
Dietitian  and  the  home  health  agency  or  other  service 
provider  The  contract  wiouW  include  clear  defini- 
tions as"  the  respoeaibiiiiica  of  both  panics,  including 
payment  schedule  and  terms  under  which  renegoua- 

'  tion  or  termination  may  occug 

5.  Administrative  controls  must  be  maintained,  such  as: 
dear  definiuon  of  homebound  client  and  evidence  of 
need  far  acreices;  periodic  ressaossmeni  of  clients 
need  for  services;  peer  review  procedures;  docu- 
mentation of  diagnosis,  treatment.,  and  results.  An 
esatnpia  of  how  the  nurse  and  dietitian  can  work 
togrtrrr  to  achieve  positive  treatment  outcomes  is 
contained  in  an  excerpt  from  the  records  of  s  borne 
health  agency  (Appendix  NX 

DcroufmtNc  charges  for  nutrition  services.  The 
ADA  maintains  that  nutrition  services  provided  by  a 
Registered  Dietitian  are  a  net  resource  saver  for  society. 
(See  next  section  on  cost  savings  and  cost/benefit  consid- 
erations.) Currently  the  home  health  agencies  thst  can 
afford  to  hire  a  dieuuan,  either  part-  or  fuU-ume.  can  be 
reimbursed  for  the  R.D.  s  services  only  under  Medicares 
"administrative  and  overhead**  cost  category.  *"5"ith  reun- 
buraemenl  now  lowered  from  the  80th  to  the  75th  percent- 
ile and  with  the  increased  competition  for  services  to  be 
provided  in  the  "  administrative"  category,  continued  cov- 
erage for  nutrition  services  in  this  category  is  unrealistic 

We  propose  that  HCFA  set  a  reimbursement  limit  of 
$55  per  visit  by  a  Registered  Dietitian  to  provide  nutrition 
services.  The  limit  should  be  increased  for  any  legislation 
and/or  regulations  to  be  enacted/issued  after  1982  to 
reflect  increases  in  the  Consumer  Price  index,  and  should 
be  adjusted  to  reflect  non-SMS  A  area  charges.  Tne  cost  of 
one  visit  would  include  the  following:  professional  fee  or 
salary  and  Cringe  benefits  directly  associated  with  the 
visit,  transportation,  educational  materials,  continuing 
education  for  other  staff  (nurses,  home  health  aides  u 
preparation  and  follow-up  (e.g..  documentation),  other 
(eg.,  telephone  follow-ups  with  clients L 

The  ADA  bases  its  recommendation  on  the  following 
data: 

1.  'Position  Paper  on  recommended  salaries  and  employ- 
ment practices  for  members  of  The  American  Dietetic 
Association."'  January  1981  (Appendix  0l  The  paper 
reports  Department  of  Labor  statistics  which  show 
thst  dietitians  receive  salaries  similar  to  those  of 
physical  therapwu  and  occupational  therapists.  All 
three  professional*  are  educated  at  the  Iwiccaiaureaie 
levels  (at  minimum!.  However,  physical  therapy  and 
occupational  therapy  arr  separately  coverrd  services 
under  tla*  liome  hcidih  provtftioiu  of  the  Social 
Security  Art  a*  amended:  nutntion  services  provided 
by  ■  lU'riidrrni  Dietitian  are  ma  rarnnl  neparniclv. 

2.  "Evaluation  nf  the  Health  Cure  Kinanciiin  Administra- 
tion's akropnacd  Home  Health  Care  RrtrnlHiraemenl 


Limits."  19R0  flriter  from  the  General  Areountmg 
Office  to  1  louse  Ovcnoeht  Ctartmutcc.  Wars  and 
Meansl  Tlie  letter  rrcutnmended  a  mmlaimrtnent 
rate  for  physical  theranmt  visits  of  $51. ou 
(SMS A !/$•*»;. 34  liton-SMSAl  for  faeiiitv-ba*ed  iHane 
health  aceneies.  545.77  (SMSAI/S47.  IV  t  non-SMS  A  J 
for  frees  land  me  acenctcs  :  and  for  occupational  ihcra- 
ptst  visits.  *53.7cVS56.  84  and  S48.85/S56.84  in  the 
above  categories,  respectively.  Given  that  two  years 
nave  elapsed  since  the  evaluation  was  made  and  given 
the  1980  and  1981  rates  of  inflation,  the  ADA 
believes  a  S55  limit  on  reimbursement  for  the  FLD. 
visit  is  an  equitable  charge. 

COST  CONTROL.  Examples  of  fraud  and  abuse  in  admin- 
istration of  home  health  agencies  were  -died  in  recent 
hearings  before  the  Senate  Labor  and  Human  Resources 
Committee.  The  ADA  spplauds  tins  ^Administrations 
efforts  to  stem  these  costs.  A  1981  GAO  report  found  that 
about  27  percent  of  home  visits  in  their  sampie  were  not 
covered  or  were  Questionable  under  Medicare.  The 
discrepancy  was  largely  attributable  to  "gray"  areas  in  the 
utilization  guidelines  which  required  some  degree  of 
personal  judgment,  and  difficulties  in  determining 
whether  or  not  beneficiaries  were  truly  "homebound.**  In 
addition.  GAO  recommended  that  home  health  aides  be 
provided  with  s  needs  assessment  guide  so  that  their 
services  are  not  duoiicated  in  eases  where  family  or 
friends  could  provide  some  degree  of  care  ( 13L 

In  x  time  when  the  use  of  home  health,  services  has 
increased  dram  a u call t  and  the  Medicare  costs  of  the 
piugi are  are  estimated  to  have  reached  nearir  51  billion 
Last  year,  cost  controls  are  mandators:  The  ADA  believes 
that  the  criteria  it  has  proposed  for  reimbursement  of 
R.D.  services,  along  with  the  administrative  controls  in 
process  by  this  Administration,  will  assist  in  meeting  this 
requirement. 

Additionally,  the  dietitian  is  skilled  in  client  and 
family  counseling  and  can  instruct  the  clients  friend/ 
family  member  to  help  meet  the  clients  nutritional  needs, 
thereby  obviating  the  need  for  additional  and  more  costly 
services.  Further,  the  dietitian  can  consult  with  the 
visiting  nurses  and  therapists  so  that  these  professionals 
can  include  normal  nutrition  counseling  in  their  visits, 
thus  promoting  a  team  approach  to  care  at  a  lower  cost 
than  separate  professional  visits.  Only  when  deemed 
medically  or  otherwise  necessary,  as  defined  in  our 
proposed  reimbursement  criteria,  should  the  Registered 
Dietitian  make  home  visits. 

The  ADA  has  data  which  show  that  the  use  of  the 
Registered  Dietitians  services  can  save  the  employer  and 
the  client  a  great  deal  of  monev  .  much  more  than  the 
minimal  cost  of  these  services,  ror  further  detail*,  see  the 
next  section. 

Coat  •avuiaVeoat-beaeul  considerations 

Under  eurrrnt  law.  Medicare  eligible*  arr  provided 
nutrition  cure  in  the  hoKpiinl  or  numine  Imhiw  m-tliuc. 
Upon  discharge  m  their  home*,  thin  servier  is  not 
rcimhunuihlc.  Iliere  are  ihoac  w  ho  continue  to  need  wme 
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professional  u**i»ianr«  in  Icamine  to  cot*  with  liinr  dirts 
while  titer  try  to  maintain  in«lrpco7tcnt  livtna  in  a  by  me 
atmosphere.  Failure  to  manacc  thrtr  daily  rmmcn  can 
result  in  a  prolonged  illness  or  jwnwtble  rehunptlalizutian. 
This  is  far mnrr  »i«*tly  than  providing  nutntiun  rmuiscl'ng 
aa  a  home  health  smift  whrre  it  is  needed. 

Examples  of  [xMcnuai  coat  savtno  which  could  be 
realized  by  providing  nutrition  services  by  Registered 
Dietitians  in  the  home  are: 

•  Reducing  need  for  rehospitalization  because  of  malnu- 
tritioa  (e-r,.,  oncology  patient  I  unoon trolled  diabetes, 
and  to  forth. 

•  Pre  renting  fractures  due  to  disorientation  or  weakness 
related  to  malnutrition. 

•  Delaying  kidney  dialysis  treatment. 

•  Preventing  food  poisoning  from  improper  food  sanita- 
tion at  home. 

a  Permitting  earlier  discharge  of  patients  with  parenteral 
or  enteral  feedings  lespeeiaily  wnere  difficult  home 
environments  prohibit  proper  caret. 

•  Assisting  the  patient  to  understand  and  use  new 
technologies,  such  as  enteral  nutrition  "home  kits"  and 
home  equipment,  thus  preventing  or  delaying  rew- 
stitutionaiixation, 

•  Hastening  healing  of  postoperative  patients. 

•  Using  a  trained  professional  who  is  more  efficient  and 
accurate  in  the  adjustment  and  readjustment  of  indi- 
vidualized diets. 

Case  studies  documenting  savings  realized  by  provid- 
ing nutrition  services  are  found  in  Appendix  P. 

Cost/benefit  ratios  are  frequently  requested  for  nutri- 
tion and  health  services.  Appendix  Q.  Costs  and  Benefits 
of  Nutritional  Care:  Phase  1,  published  by  the  Associa- 
tion in  1979.  reviews  currently  available  research  data 
which  document  the  economic  benefits  of  nutrition 
counseling.  The  chapter  'Intervention  in  an  Elderly 
Population"  may  be  of  particular  interest  to  the  reader. 

The  model  which  was  developed  by  an  ADA  committee  ' 
for  cost-benefit  research  testing  is  as  follows: . 

Chances     Altered  Desirable 
Nutritional  •  in  food   *•  nsk      *  health      "*  Economic 
counseling     intake       factors      outcomes  benefits 

Data  supporting  the  probable  existence  of  each  of  these 
relationships  are  Mronper  the  further  we  move  to  the  right 
in  the  sequence.  An  example  of  how  this  can  work  in  an 
elderly  population  is  contained  in  Appendix  Q.  p.  9. 

A  documented  example  of  economic  benefits  which  can 
be  accrued  thruuuh  nutrition  education  and  follow-up  by 
a  dietitian  is  found  in  Appendix  R.  This  study  was 
conducted  by  the  eminent  phvsician  and  expert  on 
diabetes.  John  K.  Davidson.  M.I)..  Ph.D..  in  conjunction 
with  another  physician  and  n  Krcistcrrd  Dietitian,  at 
Emory  University  School  of  Medicine  in  Atlanta. 

In  another  studv  by  Knnnel.  2tX)  adult  patients  with 
elevated  hit**!  rholr-Merol  were  -sampled.  Half  of  the 
patients  received  nutrition  rotiit.«rling  from  a  Mejristered 
Dietitian:  the  oilier  half  did  not.  Ileruuse  rlevuted  Idoud 
cholesterol  is  generally  lielievcd  to  be  a  factor  in  Inter 


development  of  heart  disease,  die  aiunV  was  important  in 
helping  to  determine  if  nutrition  rminsciinp;  couad  prevent 
later  development  of  die  disease  ( 141 

AIT  percent  decrease  in  choleaicroi  occurred  in  the 
truup  dull  received  counseling.  It  has  hren  estimated  that 
a  reiative  decrease  in  serum  cnoioicrol  of  17  percent  in 
the  United  States  population  would  yield  a  39.1  percent 
ocoease  in  coronarv  heart  disease  1 14L 

Using  the  figure  of  $40  billion  ( 15)  as  the  approximate 
annual  cost  of  diseases  of  the  circulatory  system  in  the 
United  States  in  1972  leads  to  a  ~u..t'..^  tmnttm  of 
J  15.6  billion  through  redaction  of  incidence  of  coronary 
heart  disease. 

lbs  order  to  establish  that  Detrition  eotmsesBg  has  a 
significant,  independent  effect  in  reduction  of  risk  fac- 
tors—such as  those  identified  for  heart  disease  and  to 
quantify  that  impact,  sophisticated  studies  based  on  iarce 
araoonu  of  prospective  data  would  be  reoutred.  As  part  of 
the  recent  reorganization  of  the  ADA  Headquarters,  a 
Research  Department  has  been  established  to  work  with 
the  newiy  appointed  ADA  Council  on  Research.  The  need 
for  cost/benefit  analyses  is  well  documented  within  the 
Association,  and  the  Council  is  expected  to  address 
locating  funding  and  clinical  sites  to  test  the  AD  As  cost/ 
benefit  "research  protocol. 


The  American  Dietetic  Association  believes  that  Title 
XVTU  of  the  Social  Security  Act  should  be  amended  to 
include  the  recognition  of  the  services  of  a  Registered 
Dietitian  in  providing  nutrition  care  as  a  component  of 
home  health  care.  This  would  reduce  the  number  of 
people  requiring  acute  care  and  as  such  would  contribute 
to: 

2.  -An  increase  m  physical,  mental  and  social  well-being 
of  people,  so  that  they  may  achieve  and  maintain 
productive  and  independent  lives: 

2.  A  relief  in  the  strain  on  the  nations  health  care, 
especially  long-term  care,  delivery  system:  and 

3.  A  decrease  in  the  escalating  rate  of  health  care  costs. 
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Response  from  Federal  Register  on  Registered  Dietitians 


A  notice  was  placed  in  the  Federal  Register  announcing  the  study  of 
registered  dietitians'  services  in  HKAs  and  inviting  views,  statistical 
data,  and  other  research  studies  or  information  relevant  to  those 
services.    This  analysis  of  responses  to  that  announcement  was  prepared 
by  the  University  Health  Policy  Center,  Brandeis  University. 
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RESPONSE  7ROM  FEDERAL  REGISTER  ON  REGISTERED  DIETITIANS 

A  total  of  148  letters  were  received,  representing  128  individual  agencies, 
organizations,  or  independent  respondents.    Multiple  responses  from  a  single 
agency  vere  aggregated  -for  this  reporting. 

Respondents  included  home  health  agencies,  hospitals,  registered  dieticians 
from  other  health-related  agencies,  educational  institutions ,  professional  organ- 
izations, and  registered  dietitians  in  private  practice. 

rorty-eight  respondents  reported  use  of  registered  dietitians  in  home  health 
agencies.     Seven  of  the  48  reported  that  R.D. fs  were  used  for  consultation  only. 

Below  is  a  summary  of  responses  to  specific  issues  raised  in  the  letters. 

1.  Should  Registered  Dietitians'  services  be  reimbursed  under  Medicare? 
Persons  who  responded  to  this  request  for  information  mostly  favored  reimbursement 
for  R.D.'s.    Eight  respondents  were  against  reimbursement  either  generally  or  with- 
out some  strict  guidelines  for  implementation. 

YES:  113 
NO:  5 

Only  with  strict  guidelines:  2 

Not  specified  (but  respondents  endorse  HCFA's  study):  7 
As  consultant  only:  1 

2.  Role  of  R.D. 

Respondents  who  addressed  this  issue  did  so  in  the  following  ways.  Many 
respondents  indicated  that  the  nurse  was  capable  of  handling  at  least  some  cases 
in  which  dietary  counseling  was  necessary,  with  or  without  R.D.  consultation. 

Respondents  who  favored  R.D.  services  indicated  the  importance  of 
specialized  training,  the  fact  that  the  nutrition  field  is  becoming  more  com- 
plicated and  that  nurses  and  doctors  are  either  inadequately  trained  or  coul 
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not  keep  abreast  of  developments  in  the  growing  field.    Several  respondents  pro- 
vided examples,  either  through  special  study,  e.g.,  record  review    or -personal 
observation,  of  cases  where  patients  had  not  received  appropriate  counseling. 
Another  issue  that  was  raised  was  that  nurses  did  not  have  enough  time  to  pro- 
vide dietary  counseling.    "Complicated"  cases  were  especially  important  for 
R.D.'s  to  handle.    These  were  characterized  either  by  (1)  diagnosis  -  e.g., 
diabetes,  renal  -disease;  (2)  .more  than  one  diet-restriction;  C31  problems  which  the 
nurse  said  she  could  not  handle;  or  (4)  particular  life  situations  -  e.g.,  low 
income.    One  respondent  stated  that  the  R.D.  is  more  credible  to  patients. 

Several  respondents  indicated  that  the  nurse  should  or  does  refer  prob- 
lem cases  to  the  H.D.    Two  respondents  also  indicated  that  other  staff,  e.g., 
social  workers,  physical  therapists,  speech  therapists,  should  or  do  refer  pat- 
ients to  the  B..D.    Two  respondents  reported  that  nurses  should  supervise  the  ac- 
tivities of  the  ELD. 

A  number  of  respondents  provided  job  descriptions  or  lists  of  functions 
of  agency  R.D.'s.    These  covered  a  wide  range  of  activities  including 

a.  Patient  care,  e.g.,  evaluate  anthropormorphic  measures ,  food 
intake,  compliance  to  diet  prescription,  appropriateness  of 
diet  prescription;  teach  diet  to  patient  or  significant  other; 
determine  patient's  understanding  of  diet  and  whether  follow- 
up  is  needed;  document  in  patient  record  and  to  physic-fan. 

b.  Provide  counseling  to    professionals  on  request. 

c.  Staff  education. 

d.  Development  of  educational  materials,  including  materials  for 
special  needs,  e.g.,  blind  or  illiterate. 

e.  .  Provide  field  experience  for  dietetic  students. 

f .  Community  education  and  participation  in  professional  organisa- 
tions and  committees. 
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Three  respondents  who  were  against  Medicare  reimbursement  for  R.D. 
services  reported  that  nurses  could  do  an  adequate  job  vith  consultation  from 
R.D.'s.    One  respondent  mentioned  that  reimbursement  of  R.D.  services  would  re- 
duce the  degree  of  physician  involvement  and  control.    One  respondent  reported 
that  Medicare  patients  were  receiving  adequate  services  through  hospital  out- 
patient departments . 

3.      Patients  requiring  ■  dietary  services 

Respondents  who  addressed  this  ..issue  used  dietary  and  nutrition  ter- 
minology generally.    They  did  hot  specify  particular  services  to  be  delivered  ex- 
clusively by  an  R.D.    In  fact,  there  were  no  specific  data  provided  to  determine 
what  proportion  of  cases  required  R.D.  services;  rather,  this  was  usually  con- 

i 

sidered  to  be  dependent  on  the  particular  case  (see  Issue  2  above) 

a.      Patients  with  Medical  orders  for  theraT>g«Mc  A<*r«  nn  respondents) 
402  2  respondents 

45-552  1 
502  2 
752  1 


802  2 
902  1 
majority  1 


(of  Medicare  or  Medicaid  patients) 


Patients  who  need  nutritional  care  (by  different  agency  definitions) 
(16  respondents) 

12  of  total  visits  1  respondent 


102  1 

22-832*  1  " 

30-402  1  " 

422  of  patients  age  60+  1 

502  1 

at  least  502  3  " 

772  1    .  " 

802  3 

802  of  Medicare  patients  1 

1002  1  " 

13  of  15  records  reviewed  1 


"based  on  sample  survey  of  6  different  home  hcaltlr'ticencies 
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c.      Patients  receiving  R.D.  services  (total  0  visits) 
100-120  visits/no. 
40-50  visits/vr. 
378  visits/yr 

17X (receive  nutritional  visit  —  &.D.  not  specified) 

4.  Diagnoses 

Diagnoses  were  mentioned  in  relation  to  both  patients  who  need  dietary 
services  and  those  who  receive  them  from  an  LD.      In  both  cases,  the  most  ccamonlj 
mentioned  diagnoses  were  diabetes,  cardiovascular  and  cerebrovascular  disease, 
hypertension,  renal  disease,  cancer,  tube  feedings  (hyper alimentation,  total 
parenteral  nutrition) ,  and  patients  with  an  open  draining  wound,  (burns ,  fistulas , 
decubitus,  surgical  wounds).    Other  common  diagnoses  were  obesity,  change  in 
weight,  fractures,  gastrointestinal  disorders,  respiratory  disease.    Also  in- 
cluded were  alcoholism,  hepatic  disorders,  anemia,  ascites,  diverticulitis,  gall- 
bladder disease,  gout,  hyperlipoproteinemia,  malabsorption,  osteoarthritis,  osteo- 
malacia and  osteoporosis,  ostomies,  ulcers,  hypoglycemia,  hyperthyroidism,  mal- 
nutrition, and  nutritional  deficiencies  and  disease. 

5 .  Other  ways  of  classifying  patients  who  need  dietary  services  were  as 
commonly  reported,  as  diagnoses .    These  include  symptoms,  type  of  diet  order,  ob- 
served diet  problem,  specific  health/medical  situations,  other  patient  character- 
istics, and  general  criteria.    Examples  of  each  type  are  presented  below. 

a.      Symptoms  -  diarrhea,  nausea,  vomiting,  taste  changes,  back 
pain,  chewing  and  swallowing  difficulties,  poor  appetite. 

* 

Diagnoses  were  often  mentioned  as  examples,  rather  than  comprehensive  lists.  Re- 
spondents described  diagnoses  in  various  terms.  They  are  summarized  by  common  term* 
inology.  Also  note,  some  respondents  indicated  that  the  diagnoses  warranted  S..D. 
intervention  only  when  a  problem  was  identified.  In  most  cases,  it  was  not  possible 
to  differentiate  between  general  dietary  and  R.D.  services. 
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b.  Type  of  diet  order  -  lov  protein  diet,  low  sodium  diet, 
patients  only  taking  fluids,,  patients  needing  different 
texture  than  in  regular  diet,  low  fat. 

c.  Observed  diet  problem  -  patients  not  eating  a  nutritionally 
balanced  diet  (e.g.,  not  including  Basic  A  food  groups), 
patients  -with  bizarre  -food  habits. 

d.  Specific  health/medical  situation  -  fever  consistently  above 
37  C,  abnormal  lab  findings,  upon  repeated  acute  exacerbations 
of  a  medical-nutrition-related  condition,  medications,  person 
on  potassium-losing  diuretic,  two  or  more  dietary  restrictions. 

e.  Other  patient  characteristics"-  limited  access  to  food,  physical 
impairment ,  physical,  financial,  and  mental  factors. 

f.  General  criteria 

-  individuals  vith  depressed  nutritional  states  requiring 
aggressive  nutritional  measures  to  assure  their  independence 

-  individuals  whose  rehabilitation  is  dependent  on  nutritional 
supplementation 

-  patients  who  need  modified  diet  instruction  which  requires 
adaptation  and/or  teaching  beyond  that  which  visiting  nurses 
can  provide 

-  upon  new  nutrition-related  diagnosis 

-  individuals  who  fit  into  high  risk  for  malnutrition  group 

-  patients  identified  in  consultation  with  nurse  on  basis  of 
diet  history  or  need  for  a  re-confirmation  of  nurse's  evalua- 
tion of  dietary  situation. 

One  agency  provided  guidelines  which  indicate  health  problems  related  Co 

nigh,  moderate,  and  low  priority  for  nutritional  counseling  of  homebound  patients. 

This  is  an  interesting  model  for  getting  a  handle  on  the  complexity  of  this 

w 
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issue  of  need  for  dietary  services.    These  sample  guidelines  are  included  at  the 
end  of  this-  report. 

6.  Other  characteristics  of  patients  requiring  dietary  services 
Limited  and  fixed  incomes  were  the  characteristics  reported  most  fre-  . 

quently.    Cultural  and  erhni c  jfood  habits,  acre  also  mentioned  as  situations  which 

.  _     -  *  j 

**  —■••  *  "*"*" 

required  sensitivity  In  diet  instruction.    Sace  was  mentioned  regarding  high 
risk  populations,  e.g.,  for  hypertension.    Lack  of  transportation,  particularly 
in  rural  areas  made  outpatient  diet  counseling  difficult.     (Note  also  that  dis- 
tances in  rural  areas  also  made  home  visits  difficult  for  dietitians.)  Finally, 
special  problems  such  as  blindness  and  illiteracy  were  mentioned  because  pat- 
ients with  these  characteristics  also  required  special  consideration  in  dietary 
counseling. 

7.  How  Registered  Dietitians'  services  are  financed 

Although  only  ten  respondents  addressed  this  issue,  a  variety  of 


funding  mechanisms  were  identified 

Charge  clients  2 

Special  grants  (short-term)  2 

Combination  of  sources  (d314  grant,  1 
administrative  costs  under  Medicare, 
Crippled  Children  Services,  United  Way) 
United  Way  -1 

Blue  Cross  1 

Administrative  costs  under  Medicare  1 

Other  personnel  sign  for  services  1 

rendered  by  R.D. 

Mo  reimbursement  1 
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8.      Productivity  of  R.D.'s 

Productivity  issues  were  addressed  by  respondents  regarding  amount  of 
time  for  visit,  number  of  visits  per  time  period,  and  number  of  visits  needed  per 
patient. 

a.  Time  per  visit  C9  respondents) 

Trrfrfal  visit 

45  minutes  1 

1  hour  2 

1-  2  hours  1 
1.33  hrs(per  pt) 

2  or  more  hours  1  (including  administrative  &  travel  time) 

2-  3  hours  1 
2-5  hours  1 

2-6  hours  1  (including  administrative  &  travel  time) 

Follow- up  (A  respondents) 

30-40  minutes  1  (plus  consultation  with  other  disciplines) 
45  minutes  to 

1.5  hrs.  1 
less  than  1  hour  1 
1.8  hours  1 

b.  Number  of  visits  per  time  -period  (5  respondents) 

per  day 

5-7  visits  1 
per  week 

8  visits  1 
per  year 

378  visits  1 
45  visits  1 
142  visits  in  5  mos.  1 

c.  Number  of  visits  needed  per  patient  (6  respondents) 

1-2  visits  2 

1-3  visits  1 

3  visits 

4  visits  1 

6  visits 
per  spell  of  illness  1 


9.  Charge  rate  per  visit 

Charge  races  suggested  by  nine  respondents  ranged  from  $21.90  to  $55 

per  visit.    Three  respondents  provided  charge  rate  suggestions  based  on  methods 

other  than  charge  per  visit. 

Initial  visit 

$21.92*  1 

$25.00  1 

$28.72  1 

$40.83  1  ' 

$45.15  1 

$46.99  1 

$47.50-52.25  .  .  1 

$50-55  2 

$12,0G0/yr.  1 

same  as  skilled  nursing,  1 

rehabilitation,  and 

social  worker  services 
current  salary  rate  ■  $11.67/hx.  1 

Follow— up 

$13.65-24.15*  1 
$15.95*  1 

10.  Unmet  needs 

Several  agencies  that  employed  R.D.'s  reported  that  R.D.'s  vere  cur- 
rently seeing  only  the  neediest  of  cases.    Three  agencies  mentioned  that  no 
follow— up  was  being  performed.     Estimates  of  patients  who  need  dietary  services 
who  are  not  receiving  them  ranged  from  30  percent  to  50  percent  of  agency  case- 
loads (3  respondents). 


* 

includes  mileage 
** 

includes  administrative  costs,  support  staff,  salary  and  travel 
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11.  Cost-effectiveness 

This  issue  was  either  explicitly  discussed  or  alluded  to  by  virtually 
all  respondents.    Respondents  who  opposed  R.D.  reimbursement  raised  concerns 
about  increased  costs  and  unclear  effectiveness.    Those  who  favored  reimburse- 
nest  of  &.D.*s  stated,  usually  in  general  terms,  that  the  service  would  be  cost- 
effective.    Several  respondents  provided  literature  citations  regarding  the  re- 
lationship of  diet  to  both  health  status  and  cost  savings,  estimates  of  savings, 
or  case  histories  demonstrating  potential  savings.    The  most  commonly  mentioned 
area  of  cost  savings  from  R.D.  services  was  the  delay  or  prevention  of  hospital- 
ization or  nursing  home  institutionalization.  ;  The  second  most  frequent  comment 
was  the  reduced  need  for  medical  and  nursing  care.    Another  common  response  re- 
lated to  inefficiencies  of  (a)  nurses  spending  time  on  diet  counseling  which 
detracts  from  other  things  they      should  be  doing;  (b)  R.D.  being  more  effective 
in  the  same  amount  or  less  time  as  that  spent  by  the  nurse;  and  (c)  the  in- 
efficiency in  having  a  nurse  consistently  consult  with  the  R.D.  and  relay  mess- 
ages back  to  patients.    Other  areas  of  cost-effectiveness  reported  are  reduced 
length  of  hospital  stay,  reduced  food  budget,  reduced  need  for  medications,  pre- 
vention of  amputation  or  blindness,  and  prolongation  of  time  before  renal  dialysis 
is  required.    Finally,  a  few  respondents  discussed  the  issue  of  changing  behavior, 
usually  documenting  the  effectiveness  of  the  R.D.  in  this  endeavor.    One  respondent 
did,  however,  state  that  potential  ability  to  change  behavior  should  be  assessed 
to  save  wasted  effort. 

12.  Quality  assurance 

The  few  respondents  who  addressed  this  issue  emphasized  the  inherent 
quality  standards  established  through  registration,  American  Dietetics  Associa- 
tion membership,  and  continuing  education  requirements.    Three  respondents  stated 
the  need  for  developing  standards  of  care  and  referral  for  service. 
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13.  Which  practitioners  are  Qualified  to  provide  dietary  services 

This  issue  does  not  refer  to  the  nsrse/R.D.  division  of  .labor  discussed 
previously  (See  Issued),  but  rather  the  background  of  the  R.D.  that  should  pro- 
vide services  in  home  health  agencies.    Again,  only  a  few  respondents  addressed 
this  issue.    Those  who  did  respond  emphasised  the  importance  of  rT  -tribal  ex- 
perience.   One 'year  of  rl  Irrf  ral  experience  was  the  mi-nitm**  reported.    Others  sug- 
gested 3  and  5  years  experience  related  to  outpatient  counseling  or  public 
health.    A  background  in  "community  nutrition"  was  sugested  by  one  respondent. 

14.  Criteria  for  reimbursement 

Parts  of  this  issue  were  discussed  previously  under  other  sections. 
However,  some  respondents  addressed  the  issue  more  directly.    Examples  follow. 

-  physician  orders 

-  contractual  basis  with  referring  agency,  based  on  an 

established  fee  for  different  services 

-  documentation  of  visits  made,  needs  of  patient  -  met  or 

not  met,  progress  made  and  discharge  summary 

-  nutrition  need  noted  in  data  base 

-  after  noncompliance  and/or  special  diets 

-  set  standards  which  indicate  need  for  specialized 

nutritional  care 

-  -important  to  carefully  target  the  population  to  be  served 

One  respondent  recommended  certain  California  area  standards  for  quality 
that  were  developed  with  regard  to  cost  considerations. 
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Appendix  F 


Medicare  Benefits  Study 
Home  Health  Agency  Questionnaire 


For  the  study  of  registered  dietitian  services  provided  by  home 
health  agencies,  the  University  Health  Policy  Center  of  Brandeis 
University  conducted  a  survey  of  HHAs,  analyzed  the  results,  and 
prepared  the  following  report. 
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MEDICARE  3ENEFITS  STUDY 
HOME  HEALTH  AGENCY  QUESTIONNAIRE 


Background 

To  help  determine  whether  or  noc  home  visits  by  respiratory  therapists  and 
registered  dieticians  should  be  added  as  a  benefit  to  Medicare,  a  survey  of  cer- 
tified home  health  agencies  was  conducted.    The  purpose  of  the  survey  was  to 
determine  the  extent  to  which  such  services  may  already  be  provided,  estimate 
the  extent  of  unmet  need,  and  identify  problems  in  the  provision  of  these  two 
services.    The  results  from  the  survey  supplement  material  from  the  literature 
review  and  the  Federal  Register  response. 

The  Research  Sample 

A  random  sample  of  414  home  health  agencies  was  drawn  from  the  1981  uni- 
verse of  3,258  agencies.    The  sample  was  stratified  according* to  auspices: 
hospital,  government,  visiting  nurse  agency,  proprietary,  other  private  non- 
profit, and  other.    The  total  of  414  agencies  produced  a  sample  with  a  .05 
reliability  on  dichotomous  variables.    Two  mailings  were  made  to  the  home  health 
agencies,  which  produced  a  total  response  of  229  or  55%  of  the  sample.     For  the 
analysis  in  this  document,  214  (522)  usable  returns  are  analyzed.*'     Table  I 
tallies  che  response. 

Table  II  shows  the  percent  distribution  of  home  health  agencies  by  auspice 
for  the  universe,  for  the  sample,  and  for  the  returns. 


1 

Eleven  questionnaires  were  not  usable  for  a  variety  of  reasons:  refusal  to 
answer,  new  agency  with  less  than  one  year  of  data,  address  unknown. 
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Table  II 

Percent  Distribution  of  Home  Health  Agencies 
by  Auspice,  Universe,  Sample,  Usable  Returns 


Auspice 

(1) 

• 

Universe  *  - 

z. 

Sample  Distribution 

(2)  (3) 
Sample  Returns 
Z  Z 

(4) 
uiii ereocB 

(3-1)  Z 

Visiting  Nurse  Agency 

15.7 

15.8 

19.2  * 

+  3.5 

Private  Non-Profit 

16.9 

17.3 

12.1 

-  4.8 

Proprietary 

13.3  ' 

*  11.9 

9.8 

-  3.5 

Hospital-Based 

13. a 

14.0 

15.4 

+  1.6 

Government 

38.4  ■ 

39.1 

41.1 

+  2.7 

Other 

1.9 

'1.8 

2.3 

+  0.4 

The  response  rate  from  the  visiting  nurse  agencies,  the  hospital-based 
agencies,  and  the  government  agencies  exceeded  their  proportion  in  cbe  universe. 
Responses  from  private  non-profit  and  proprietary  agencies  were  less  than  their 
proportion  in  the  universe.    As  a  result,  the  survey  will  tend  to  over-emphasize 
the  experiences  of    VNAs,  hospital -based  and  government  agencies,  and  under- 
report  the  experiences  of  private  non-profit  and  proprietary  agencies.    The  214 
responses  represent  7Z  of  the  total  universe  of  3,258.    While  this  sample  level 
does  not  achieve  the  .05  level  of  confidence,  it  is  the  most  representative 
source  of  information  available  on  home  health  agencies  with  respect  to  the 
questions  ve  asked.    Characteristics  of  the  responding  agencies  are  detailed 
in  the  sections  following  and  in  the  Appendix. 

Z-ialysis 

The  questionnaires  were  analyzed  using  frequency  counts  and  selected  cross- 
tabulations.      The  following  questions  were  central  to  the  analyses: 
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1.  To  what  extent  did  home  health  agencies  provide  respiratory  therapy 
and  physician-ordered  dietary  services? 

2.  What  agency  personnel  delivered  these  services  in  the  client's  home? 

3.  Bov  many  home  visits  vere  made  for  these  services? 

4.  What  was  the  reimbursement  source  for  these  services? 

5.  Did  the  agencies  perceive  an  unmet  need  for  these  kinds  of  services 
within  their  caseloads? 

*  6.  Were  the  agencies  satisfied  with  the  quality  of  the  respiratory 
therapy  and  physician-ordered  dietary  services  provided  to  their  clients? 

Cross-tabulations  and  correlation  analyses  were  undertaken  to  identify  any 
noteworthy  relationships,  differences,  or  patterns  among  the  agencies  with  re- 
gard to  the  provision  of  respiratory  therapy  and  dietary  services.  Independent 
variables  selected  to  characterize  the  agencies  were:    auspice  of  agency;  size 
of  agency  annual  budget;  size  of  agency  caseload;  size  of  agency  respiratory 
therapist  and  registeret  dietitian  staff;  urban-rural  dimension;  geographic 
region;  and  major  source  of  revenue.^" 

Dependent  variables  included:  presence  of  a  respiratory  therapist  (or 
registered  dietitian)  on  agency  staff;  size  of  respiratory  therapy  (or  dietary 
service)  caseload;  size  of  this  caseload  served  by  various  personnel;  per- 
ceived unmet  need  among  clients  for  these  services;  satisfaction  with  the  quality 
of  the  service;  .capacity  to  sell  or  lease  respiratory  therapy  equipment. 

1 

Sources  of  revenue  included  Medicare,  Medicaid,  private  insurance,  patient 
(out-of-pocket),  United  Way,  other  public  funding,  and  other  private  funding. 
"Major  source"  is  defined  as  the  one  source  providing  a  larger  percentage  of 
agency  revenue  than  any  other  single  source  -  not  necessarily  larger  than  the 
sum  of  the  other  single  sources. 
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Ocher  correlation  analyses  included:    size  of  unmet  need  relative  to  size 
of  caseload  receiving  the  service;  satisfaction 'with  quality  relative  to  size  of 
caseload  receiving  the  service  and  relative  to  rates  charged  by  personnel  supply- 
ing the  service. 

Results  producing  significant  chi-square  or  r  values  (P< .10)  were  selected 
for  reporting.    There  were  too  few  responding  agencies  employing  a  respiratory 
therapist  to  produce  statistically  significant  results  in  the  analysis.  Enough 
agencies  employed  registered  diet it ions  to  produce  some  discernible  patterns  in 
the  analysis.    Overall,  few  significant  relationships  emerged  for  either  respira- 
tory therapy  or  physician-ordered  dietary  service  as  currently  provided  by  home 
health  agencies. 

Characteristics  of  the  Agencies 

Fifty-seven  percent  of  the  agencies  were  rural,  272  urban,  132  suburban,  and 
32  other  combinations.  The  agencies  were  not  large;  50Z  had  less  than  five  full- 
time  "R.N.s,  and  752  had  less  than  ten  full-time  R.N. s. 

Half  of  the  agencies  in  the  sample  reported  a  full-time  equivalent  staff  of 
nine  or  less,  and  752  less  than  seventeen.    Ninety-eight  percent  of  the  agencies 
had  fewer  than  80  employees,  two  reported  over  100  staff,  and  one  agency  over 
1000. 

Adding  the  consulting  and  contracting  personnel  to  the  staff  employees  raised 
the  median  of  all  FTE  employees  to  12  and  the  75th  percentile  to  20.  Ninety- 
nine  percent  of  the  agencies  reported  a  combined  FTE  personnel  roster  of  fewer 
than  100  (with  one  agency  listing  over  2000) . 

The  median  unduplicated  count  of  patients  served  per  year  was  340;  75Z 
of  the  agencies  served  840  or  fewer  patients  per  year.    The  median  annual  operat- 
ing budget  was  $219,615  per  year,  with  752  of  the  home  health  "agencies  having 
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budgecs  of  $500,000  or  under.    The  major  source  of  revenue  for  the  hoae  health 
agencies  was  Medicare.    One-half  of  all  che  agencies  obtained  672  or  more  of  their 
Income  from  Medicare.    Medicare  was  the  major  source  of  income  for  791  of  all 
agencies.    Medicaid,  on  the  other,  hand,  was  not  a  substantial  source  of  income 
for  the  home  health  agencies.    Half  the  agencies  received  less  than  82  of  their 
income  from  Medicaid,  and  902  received  less  than  302  of  their  income  from  Medi- 
caid.   In  only  one  agency  did  Medicaid  provide  over  half  the  revenue.  Private 
insurance  and  revenue  from  patients  was  not  a  large  source  of  income.    The  other 
major  source  of  revenue  is  other  public  sources  such  as  counties,  which  account 
for  at  least  202  of  the  income  for  202  of  the  agencies. 


PHYSICIAN -ORDERED  DIETARY  SERVICES 

Did  Hone  Health  Agencies  Provide  Physician  Ordered  Dietary  Services  in  the  Home? 

The  questionnaire  distinguished  between  specific  diecary  services  ordered 
by  a  physician  and  che  routine  dietary  assessment  and  nutritional  counseling 
that  is  part  of  che  usual  nursing  assessment  and  care  plan. 

Of  the  214  responding  agencies,  143  or  672  reported  chat  they  provided 
physician  ordered  diecary  service  to  patients  in  their  homes  .  while  71  or  332 
did  not  provide  it.    The  distribution  of  the  percent  of  agency  caseload  re- 
ceiving these  physician  ordered  diecary  services  is  very  wide.    As  illustrated 
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ia  Figure  2,  the  percent  of  caseload  receiving  such  services  ranged  from  less 
than  12  to  1001.    About  half  of  the  agencies  reported  providing  physician  ordered 
dietary  services  to  352  or  less  of  their  caseload;  about  a  third  of  the  agencies 
reported  providing  the  service  to  more  than  half  of  their  clients;  about  one- 
fifth  reported  providing  the  service  to  more  than  702  of  their  caseload-  Certain 
•types  of  agencies  were  more  likely  to  serve  the  larger  dietary  service  case- 
loads (above  the  352  median) .    Seventy-three  percent  of  the  hospital-based 
agencies  reported  these  above-median  caseloads,  compared  to  542  of  government 

agencies,  452  of  the  VNAs,  and  352. of  the  proprietary  and  private  non-prof i: 

2 

agencies  reporting  dietary  services  (x    •  8.09/  p  ■  .044). 

When  asked  what  percent  of  agencies'  caseloads  received  visits  from  agency 
staff  members  for  diet-related  health  promotion/prevention  or  assessment,  as 
opposed  to  physician  ordered  dietary  services,  882  of  the  agencies  that  responded 
to  the  question  said  they  provided  at  least  some  visits  for  this  purpose.  Those 
which  provided  these  visits  did  so  for    between  12  and  1002  of  their  caseload. 
Fourteen  percent  of  those  agencies  provided  diet-related  health  promotion/ 
prevention  or  assessment  visits  to  1002  of  their  caseload;  a  third  provided 
them  to  752  or  more  of  their  caseload;  and  half  provided  them  to  502  or  more. 

Who  Provided  Physician  Ordered  Dietary  Services  in  the  Home? 

Home  health  dietary  services  may  be  provided  by  a  registered  nurse  or  licensed 
visiting  nurse,  a  registered  dietitian' (R.D. ) ,  a  non-R.D.  nutritionist  home  econo- 
mist or,  in  some«cases,  trained  and  supervised  L.P.N. s  and  home  health,  aides.  Thirty 
six  (172)  of  the  214  agencies  employed  registered  dietitians,  considering  both 
full-time  and  part-time,  staff  or  contract/consultant  status. 

Six  agencies  had  one  or  more  full-time  registered  dietitians  on  their 

4 

staffs,  vhile  seven  had  a  full-time  equivalent  registered  dietitian  on  a 
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Figure  1 
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consultation  or  con trace  basis.    Eleven  agencies  employed  part-time  registered 
dietitians  on  their  staffs,  and  12  agencies  retained  R.D.s  as  part-time  con- 
sultants.   Registered  dietitians  provided  home  services  for  a  greater  proportion 

2 

of  urban  and  suburban  agencies  (292)  than  of  rural  (12Z)  (x    ■  4.61,  p  -  .032). 

Non-R.D.  nutritionists  were  full-time  staff  members  of  7  agencies,  and  a 
consulting  non-R-D.  nutritionist  was  retained  full— rime  by  one  agency.  One 
agency  had  a  part-time  non-R.D.  nutritionist  on  its  staff,  and  two  had  part-time 
consultants. 

The  percent  of  agencies  by  auspice  with  an  R.D.  was  152  for  private  r.oc- 
profit  to  262  for  hospital-based,  242  proprietary,  and  242  VKA.    The  proportion 
of  government  agencies  which  employed"an  R.D.  (82)  is  notably  smaller  than  that 
of  other  agency  types  (x    ■  6.77,  p  «  .080). 

k  higher  proportion  of  large  agencies  (both  budget  and  caseload)  retained 
services  of  a  registered  dietitian  than  agencies  of  more  modest  financial  re- 
sources.   Thirty  percent  of  the  agencies  with  an  annual  operating  budget  of 

$500,000  or  above  employed  an  R.D.  in  some  capacity,  compared  to  112  of  agencies 

2 

with  a  budget  below  $500,000  (x    -9.84,  p  »  .002).    Fifty-seven  percent  of 

those  with  a  budget  of  $1  million  or  above  used  an  R.D. 

Thirty  percent  of  the  agencies  with  a  caseload  of  900-4,999  patients  had 

an  R.D.,  as  did  three  of  the  four  agencies  with  5000  or  more  clients.    Only  112 

2 

of  the  agencies  with  caseloads  smaller  than  900  hired  R.D.s  (x    -  13.98, 
p  -  .001). 

A  regional  difference  also  emerged.    Twenty-five  percent  of  the  agencies 

in  the  northeastern  states  (Regions  1,2,3)  and  western  states  (Regions  8,9,10) 

hired  R.D.s  while  only  112  of  the  southern  states  (Regions  4  and  6)  and  mid- 

2 

western  states  (Regions  5  and  7)  did  so  (x    ■  6.38,  p  -  .012). 
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To  summarize,  a  home  health  agency  employing  a  registered  dietician  on 
staff  or  as  a  consultant  tended  to 

—  have  a  budget  in  the  upper  range  of -the  sample 

—  have  a  caseload  of  900  or  more  clients 

—  serve  an  urban  or  suburban  area 

—  be  located  in  the  northeastern  or  western  states 

—  not  be  a  government-sponsored  agency 

Nurses  (R.N.s  or  L.V.N. s)provided  dietary  services  more  than  any  other 
personnel.    Sixty-three  percent  of  the  total  sample  of  agencies  provided  physician 
ordered  dietary  services  through  an  R.N.  or  L.V.N.    In  96"  of  the  agencies  pro- 
viding  the  service,  R.N.s  and  L.V.N. s  delivered  it,  with  a  median  caseload  of 
322  of  agency  total  patients.    The  size  of  their  caseload  correlated  closely  wich 
their  agency's  total  dietary  service  caseload  (r  ■  .972,  p  »^.001). 

Registered  dietitians  provided  in-home  services  in  20Z  of  the  agencies  that 
provided  the  service.    This  represents  142  of  the  total  sample.    The  range  of 
the  caseload  receiving  physician  ordered  dietary  services  from  R.D.s  is  0.1-50Z. 
The  median  proportion  of  the  caseload  served  by  R.D.s  is  32. 

Other  agency  personnel  whom  agencies  reported  as  providing  physician  ordered 
dietary  services  were  non-R.D.  nutritionists  in  three  agencies,  a  home  economist 
in  one  agency,  and  an  L.P.N,  or  home  health  aide  in  four  agencies.    The  pro- 
portion of  clients  served  ranges  from  0.32  to  25%  for  the  non-R.D.  nutritionists 
and  the  home  economist.    The  caseload  served  by  the  L.F.N,  or  home  health  aide 
ranges  from  22  to  252,  with  a  median  of  7.52. 

How  Many  Dietary  Visits  Mere  Provided  to  Patients  in  the  Home? 

The  most  common  responses  were  2,3,4,  and  5  visits  per  patient  per  year, 
accounting  for  more  than  half  of  the  providing  agencies.    Figure  3  displays 
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the  average  nsaber  of  visits  per  patient  by  number  of  agencies  reporting  that 
average. 

How  Was  Payment  Made  for  Dietary  Visits  in  the  Home? 

Two-thirds  of  the  agencies  that  provided  registered  dietitian  home 
visits  reported  that  the  visits  were  financed*  through  the  Medicare  adminis- 
trative allowance  mechanism.    Other  means  of  financing  were  (a)  include  as  a 
nurse  visit  fee  (132  of  reporting  agencies);  '(b)  provide  free  through  a  health 
agency,  e.g.,  health  department  or  hospital  (82);  (c)  other  insurance,  private 
pay,  and  service  provided  free  (each  132);  and  H)  United  Way,  demonstration  study 
waiver  and  other  source  ,not  specified,  (each  32).    There  is  no  significant  cor- 
relation between  the  charge  rates  for  the  providers  (B..N.S,  R.D.s)  and  the 
size  of  the  dietary  service  caseload. 

Were  There -Unaet  Needs  for  Physician  Ordered  Dietary  "Services? 

Sixty-reight  percent  of  responding  agencies  reported  no  unmet  need  for  physician 

ordered  dietary  services.    Seventy-five  percent  of  the  agencies  who  provided 

dietary  services  felt  that  all  need  was  being  met  in  their  caseloads,  while 

552  of  the  nan— providing  agencies  saw  an  absence  of  need  for  such  service  among 

2 

their  caseloads  (x    *  7.40,  p  *    .007).    Among  the  65  agencies  that  did  perceive 
an  unmet  need*  over  half  reported  that  approximately  152  or  less  of  their  case- 
load had  such  a  need.    Eleven  of  the  agencies  (172  of  those  reporting  an  unmet 
need  and  52  of  the  total  sample)  reported  that  502  or  more  of  their  caseload 

* 

Several  agencies  reported  nore  than  one  source 
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needed  the  physician  ordered  dietary  services  and  was  noc  receiving  them.  The 

frequency  distribution  of  agencies'  perceptions  of  percent  of  caseload's  unmet 

need  is  presented  as  Figure  4. 

* 

Out  of  71  agencies  responding  to  a  question  asking  for  the  "most  important" 
reason  for  the  unmet  need,  51Z  indicated  "inadequate  reimbursement  from  public 
thixd-party  payors."    Other  reasons  provided  and  the  number  of  agencies  providing 
these  .are  listed  below. 


Factor 

1.     » Inadequate  reimbursement 
from  public  third -party 
payors 


Z  of  Respondents 

(n  «  71)  


512  (36) 


2.  Physicians  do  not  vrite 
orders  for  dietary  services 
through  the  home  health 

agency  24Z  (17) 

3.  Shortage  of  R.D.s  in  geo- 
graphic area  15Z  (11) 

4.  Shortage  of  dietary  trained 

R.N.s  in  geographic  area  7Z  (5) 

5.  Inadequate  reimbursement  from 

private  third-party  payors  7Z  (5) 

6.  Service  not  considered  by 

agency  3Z  (2) 

7.  Lack  of  hone-delivered  meals  1Z  (1) 

8.  Service  undervalued  by  patients,        1Z  (1) 
need  better  marketing 


Z  of  Total 
(n  -  214) 


8Z 
5Z 
2Z 
2Z 
1Z 


Includes  agencies  reporting  more  than  one  major  reason.  Percents  do  not  add 
to  100  because  of  multiple  reasons  listed  by  several  agencies. 
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Figure  3 
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Was  the  Quality  of  Dietary  Service  Satisfactory? 

Of  the  191  agencies  answering  this  question,  about  half  were  not  satisfied 
with  the  quality  of  dietary  services;  the  other  half  were  dissatisfied  (541  and 
462  respectively).    Fifty-three  percent  of  the  agencies  who  provide  dietary  serv- 
ices were  satisfied  with  the  quality,  as  were  56Z  of  the  non-providing  agencies. 
However,  when  sorted  by  auspice,  more  than  half  of  the  responding  private  non- 
profit and  hospital-based  agencies  were  not  satisfied  with  the  quality  of  care 
(562  and  522  respectively),  while' more  than  half  of  the  VNAs,  proprietary  and 
government  agencies  were  satisfied  .with  quality  (622,  552  and  552  respectively). 

Fifty-four  percent  erf  agencies  with  annual  budgets  of  $500,000  or  greater 
were  not  satisfied  with  the  quality  of" dietary  services,  compared  to  442  of 
organizations  with  budgets  under  $500,000. 

Although'  the  distributions  are  not  statistically  significant,  they  point  up 
a  substantial  level  of  dissatisfaction  with  the  quality  of  dietary  services 
delivered. 

As  in  the  case  of  respiratory  therapy  services,  dissatisfaction  with  dietary 
service  quality  shows  a  small  but  significant  correlation  with  the  percentage  of 
the  agency  caseload  with  unmet  physician-ordered  dietary  service  needs  (r  ■  .203, 
p  -  .006) . 

Among  the  "most  important"  factors  suggested  to  improve  quality,  862  of 
the  responses  indicated  either  "reimburse  R.D.s  to  make  hone  visits"  (562), 
or  "obtain  additional  training  for  agency  R.N."  (302).    Other  less  common 
suggestions  are  listed  below  along  with  the  number  of  agencies  indicating  them. 
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Factors 


2  of  Respondents 

(n  -  117) 


2  of  Total 
(n  «  2U) 


1.  Reimburse  R.O.s  to  562    (66)-  312 
make  home  visits 

2.  Obtain  additional 
training  for  agency  . 

R.N.s  30Z    (35)  162 

3.  -  Eire  staff  so  that  more 

time  could  be  spent  per 

patient  52    (6)  32 

A.      Improve  reimbursement 
generally  (R;D.  not 
specified)  32  (3) 


5.      Other  62  (7) 


12 
32 


Comments  from  Agencies  Regarding  Dietary  Services 

'.  A  number  of  agencies  explained'  hov  dietary  services  are  provided  by  their 
agencies,  either  independently  or  in  conjunction  vith  an  outside  agency. 

"Dietary  needs  are  being  met  by  our  R.N.  staff." 

""Dietary  regimens  provided  as  part  of  skilled  nursing  visits  to 
appropriate  patients." 

"Dietary  instructions  are  given  by  R.N.  vith  assistance  from  the 
non-R.D.  nutritionist  of  the  local  hospital  who  consults  free 
of  charge." 

"R.N.s  have  received  training  and  provide  dietary  and  nutritional 
counseling  as  part  of  client  care  and  symptom  control." 

Service  intensity  may  increase  vith  availability  of  skilled  professionals 

"...does  provide  physician-ordered  diet  services  to  patients  in 
their  homes.    The  physician  may-  have  generated  the  diet  order  or 
the  R.D.  may  have  obtained  a  diet  order  from  the  physician  after 
the  case  has  been  referred  to  the  R.D.  ...A  nutrition  screening 
assessment  is  mandatory  for  all  patients  admitted  to  the  service. 
An  estimated  602  or  more  of  total  agency  caseload  receives  visits 
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with  significant  diet  counseling  component." 

"...the  R.D.  does  make  home  visits  to  patients  who  have  an  insurance 
which  pays  for  this  service  and  who  are  on  a  prescribed  diet  related 
to  their  illness." 

"...R.D....  provides  on  a  statewide  basis,  consultation  and  in-service 
to  nurses,  prepared  complex  therapeutic  diets  in  selected  cases  and 
makes  home  visits  to  patients  as  time  permits." 

"Staff  nurses  do  a  good  job  teaching  common  diets. .  .however ,  com- 
plicated diets  and  special  problems. .. really  need  the  dietitian. 
The  hospital  provides  dietary  consultation  free  of  charge,  but  to 
be  able  to  use  m  the  dietitian  directly  in  the  home  would  be  ideal.  " 

Dependence  on  outside  agencies  to.  provide  the  service  or  consultation  was 
emphasized  by  other  comments. 

"R.D.  available  through. . .Department  of  Health  on  consultation." 

"Dietitians  at  local  hospitals  often  send  hone  extensive  diet  in- 
formation.   They  are  very  helpful  in  consultations  on  patients 
who  have  not  been  hospitalized." 

"Agency  is  part  of  a  clinic  that  offers  many  services.  Nutritionist 
from  clinic  makes  home  visits  from  referrals." 

"Largest  percentage  of  patients  seen  by  our  agency  are  seen  by  a 
group  of  physicians  who  employ  their  own  R.D." 

Dietary  home  health  care  may  not  necessarily  focus  on  the  Medicare  popu- 
lation. 

"Dietary  instructions    primarily  centered  on  newborns." 

Example  of  the  need  for  service. 

"Local  hospital  and  congregate  meal  sice  provide  service  to  ' 
patients  in  their  homes  re:  physician's  orders.  These  serv- 
ices are  sometimes  inconsistent  with  patients'  ordered  diets." 

"Medicare  guidelines  do  not  allow  R.N.s  to  provide  diet  teaching 
in  home  unless  it  can  be  documented  there  ,has  been  no  teaching 
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while  hospitalized.  If  this  is  che  case,  only  short  time  visits 
can  be  reimbursed  as  this  is  prevention.  'Medicare  does  not  pay 
for  prevention,'  as  our  intermediary  states." 

Some  agencies  face  a  low  demand  for  the  service;  some  face  a  low  supply  of 
providers . 

"There  would  not  be  enough  business  for  a  registered  dietitian 
to  be  hired  by  a  nursing  agency." 

"Services  of  CR.T.)  R.D.  would  be  very  difficult  to  obtain  in  ' 
small  rural  counties." 
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Table  A-  1 

Number  of  Home  Health  Agencies  Employing  Registered  Dieticians 

by  Auspice 


Auspice 


Total 
Agencies 
(n  -  214) 


Number  of  Agencies  Employing  Registered- 
Dietitians  (staff  or  contract /consultant) 
(n  -  36) 


VNA 

41 

10 

Hospital-based 

33 

8 

Private  non-profit 

26 

4 

Proprietary 

21 

5 

Government 

88 

8 

Other  ' 

5 

•  1 

Table  A-2" 

Number  of  Home  Health  Agencies  Employing  Registered  Dietitians 
by  Size  of  Total  Agency  Annual  Budget 


Total 
Agencies 


Number  of  Agencies  Employing  Registered 
Dietitians  (staff  or  contract /consultant) 


Size  of  Budget              (n  ■ 

214) 

(n  -  36) 

$1  to  $99,999 

43 

$100,000  to  $499,999 

100 

14 

$500,000  to  $799,999 

24 

$800,000  to  $1,000,000 

7 

$1,000,000  co  $1,499,999 

11 

$1.5  million  and  above 

11 

Noc  reporcing 

18 
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Table  A-3* 

Number  of  Home  Health  Agencies  Employing  Registered  Dietitians 

by  Urbanization 


Urbanization 


Total 
Agencies 

(n  -  214) 


Number  of  Agencies  Employing  Registered 
Dietitians  (staff  or  contract/consultant) 
(n  -  36) 


ur  Ban 

j  I 

1  Q 

IS 

Rural 

118 

10 

Suburban 

27 

• 

6 

Mixed 

7 

2 

Not  Reporting 

5 

Table  kk 

Number 

of  Home 

Health  Agencies  Employ 

ing  Regi 

stered 

Dietitians 

by  Major  Source  of 

Revenue 

Total 

Number 

of  Agencies  Employing  Registered 

Major  Source 

Agencies 

Dietiti 

ans  (s 

caff  or  contract /consultant 

u£  Revenue 

(n  - 

214) 

(n  -  36) 

Medicare 

170  • 

31 

Medicaid 

6 

1 

Private  Insurance 

0 

0 

Patients 

4 

0 

United  Way 

0 

Other  Public 

23 

2 

Other  Private 

3 

0 

Not  Reporting 

8 

2 
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Table  A-5 


Number  of  Home  Health  Agencies  Employing  Registered  Dietitians 
-  by  Percent  Reimbur semen t  f roc  Medicare 


Percent  Reimbursement 
from  Medicare 


Total 
Agencies 
(n  -  214) 


Number  of  Agencies  Employing  Registered 
Dietitians  (staff  or  contract/consultant) 
(n  «  36) 


<  512 

51-752 
>752 
Not  reporting 


62 
70 

74 
8 


3 
17 
14 

2 
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